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Abstract 
Social Problem Solving as a Moderator in the Relationship Between Pregnancy-Specific 
Stressors and Depressive Symptoms 
Tatiana Vasilevskaia 	  
 
 
 
Depression is a leading cause of disability among women in the contemporary 
world. This study attempts to extend previous findings that revealed that social problem-
solving ability is an important moderator variable in the relationship between stressors 
and depressive symptoms by investigating this relationship in a pregnant women 
population and broadening the concept of stressors to include pregnancy-specific hassles 
and negative life events. Moderator hypothesis is proposed to highlight the notion that 
under similar levels of stress, more effective problem solvers are less likely to experience 
depressive symptoms than less effective problem solvers. This hypothesis was evaluated 
in a sample of 150 low socio-economic status pregnant women, predominantly of African 
American ethnicity. Participants were asked to complete a series of questionnaires, which 
included the Edinburgh Postnatal Depression Scale, the Life Experiences Survey, the 
Pregnancy Experiences Scale, and the Social Problem Solving Inventory-Revised. 
Negative life events and pregnancy-specific hassles explained approximately equal 
amount of variance in depressive symptoms in pregnant women. Among the social 
problem-solving components, negative problem orientation (NPO) was the most strongly 
associated with depressive symptoms, followed by positive problem orientation (PPO), 
avoidance style (AS), and impulsivity-carelessness style (ICS). Rational problem-solving 
style (RPS) was not associated with depressive symptoms in this study. All four problem-
solving components (PPO, NPO, ICS, and AS) improved prediction of depressive 
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symptoms above and beyond association between depressive symptoms and relationship 
status, first pregnancy, depression medication, negative life events, and pregnancy-
specific stressors. None of the social problem-solving components moderated the 
relationship between pregnancy-specific stressors and depressive symptoms in this study. 
Results of this study hold several implications for the clinical care of pregnant women. 
Women who score high on negative life events and/or pregnancy-specific stressors are 
particularly vulnerable to develop depressive symptoms and need to be monitored. Also, 
social problem solving strategies of pregnant women need to be evaluated. Group format 
skills training could be implemented for pregnant women who are not currently 
displaying depressive symptoms and who score high on maladaptive problem-solving 
dimensions. Individual or group problem-solving therapy could be employed in pregnant 
women who have already developed depressive symptoms.  
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CHAPTER 1: INTRODUCTION 
1.1 Epidemiology of prenatal depression 
 Depression is a serious problem for many women in the contemporary world. 
World Health Organization’s Global Burden of Disease Study estimated that major 
depression is currently a leading cause of disability among women (Murray & Lopez, 
1996). Depression prevalence rates are higher among women then among men, with rates 
varying from one and a half to three times that of men depending on the study and with 
lifetime prevalence in women ranging from 6 to 17% (Blazer, Kessler, McGonagle, & 
Swartz, 1994). For dysthymia, similar to major depression, prevalence in women 
compared to men is 2:1 and lifetime prevalence estimates in women range from 6 to 8 % 
(Blazer et al., 1994). If we take the above percentages and transform them to numbers 
(current US population is approximately 300 million), it would mean that approximately 
12-34 million women in the US are suffering from major depression and 12-16 million 
from dysthymia, numbers certainly underscoring the scope of the problem. Given that 
approximately 3 million women in US give birth during one given year (Ventura, Martin, 
Curtin, & Mathews, 1995) and a span of 30 years that is considered to be childbearing 
age (Centers for Disease Control and Prevention, 2009), there is a large number of 
women for whom depression can be a potential problem. 
 A number of statistics highlight depression as an important problem for pregnant 
women as well. Perhaps the most comprehensive account to date comes from the Agency 
for Healthcare Research and Quality Report (Gaynes at al, 2005). This report is a meta-
analysis on 30 English-language studies that assessed pregnant women for major 
depression alone or for major and minor depression and included diagnostic confirmation 
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by a reference standard. The point prevalence of major and minor depression is 11% in 
the first trimester, 8.5% in the second trimester and also 8.5% in the third trimester. The 
period prevalence from conception to second trimester is 9.3%, from conception to birth 
is 18.4% and from second to third trimester is 10.2%. The best estimates of the 
prevalence of major depression alone are lower. The point prevalence in the first 
trimester is 3.8%, in the second trimester is 4.9%, and in the third trimester is 3.1%. The 
period prevalence from conception to birth is 12.7%, and from the first trimester to birth 
is 9.4%. Overall, as many as 18.4% of pregnant women are depressed during their 
pregnancy, and as many as 12.7% experience an episode of major depression. However, 
all of the estimates have broad 95% confidence intervals, suggesting that it is difficult to 
say with certainty that prenatal depression is higher at any particular trimester or period 
during pregnancy. 
In addition to social and intrapersonal, many biological changes take place in a 
woman’s body during pregnancy, which begs the question if these biological changes 
drive depression rates in pregnancy. Important cues to address this area come from 
epidemiology research. Importantly, the prevalence estimates of depression in pregnant 
women are not significantly different from the prevalence estimates of depression in 
women of matched age who are not pregnant and have not recently given birth (Gotlib, 
Whiffen, Mount, Milne, & Cordy, 1989), suggesting that there is more than biological 
influences to onset, recurrence and maintenance of depression during pregnancy. Further, 
historical trends (Cross-National Collaborative Group, 1992) demonstrate that the 
prevalence of major depression has dramatically increased over the span of the past few 
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decades, further undercutting the idea that hormones or genetic pool are a determining 
force in development and maintenance of depression.  
Prenatal major depression, dysthymia and depressive symptoms have serious 
consequences for the fetus, newborn, infant, and child as well as affecting the relationship 
with the child’s father.  
1.2 Consequences of prenatal depression 
The ultimate impact of prenatal depression on the mother and fetus is suicide, 
taking two lives at once. The overall observed-to-expected mortality ratio in pregnant 
women in the age range of 15 to 44 is 0.05, meaning that suicide rates in pregnant women 
are 1/20th of that expected in the general female population (Appleby, 1991), except for 
pregnant teenage women who have a mortality ratio of 0.28 or a risk five times greater 
than pregnant women as a whole. Although these figures might not seem very high, 
suicide is responsible for 30,000 to 35,000 deaths annually in North America 
(Hirsechfeld et al., 1997). Further, a higher that expected proportion of pregnant women 
use uncommon and dramatic means of taking their lives, such as jumping from heights 
and self-incineration, compared to less violent methods used by women in the general 
population, such as an overdose, suggesting high levels of intent in pregnant women 
(Appleby, 1991). Even when suicidality is not lethal in pregnant women, it is still 
harmful to the fetus and suicide ideation is not uncommon during pregnancy as evidenced 
by a 14% endorsement self-harming item on the Edinburgh Postnatal Depression scale 
(Lindahl et al., 2005), a validated depression scale used both prenatally and postnatally. 
In addition, depression needs not involve suicidality to harm a pregnant woman and her 
fetus. 
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 Depression affects pregnant women’s health and functional status. In a study by 
Birndorf, Madden, Portera, and Leon (2001) 24.6% of upper middle class women in the 
first trimester of their pregnancies screened positive for major depression. These women 
reported significantly more functional impairment manifested by disruption created by 
emotional symptoms on work, family and social life even controlling for health status, 
compared to those without depressive symptomathology. Further, a large study by Orr, 
Blazer, James, and Reiter (2007) that included 1163 predominantly black, Medicaid-
recipient pregnant women from all three trimesters in pregnancy showed that women 
with higher levels of depressive symptoms have twice the risk of poorer self-reported 
health and moderate functional impairment compared to pregnant women with lower 
level of depressive symptoms after controlling for age, marital status, smoking, 
education, insurance, trimester, and race. 
 Depressed pregnant women are at higher risk for smoking and using alcohol or 
drugs (Lou, Hancen, & Nordentoft, 1994). According to the National Institute of Health 
(1992), the prevalence of smoking, alcohol use and illegal substance use among pregnant 
women in the US are 20.4, 18.8 and 5.5%, respectively. Smoking during pregnancy is 
associated with placental insufficiency, which leads to negative pregnancy outcomes such 
as low birthweight, preterm delivery, infant mortality, and sudden infant death syndrome 
(SIDS) (Wisborg, Kesmodel, Henriksen, Olsen, & Secher, 2000). In a large Copenhagen 
study that included 2432 women with single pregnancies (Nordentoft et al., 1996) 6.3% 
of infants had intrauterine growth retardation defined as birthweight lower than the 10th 
percentile. Smoking was the most important risk factor for this condition with adjusted 
odds ratio of 2.40 for 0-9 cigarettes daily, 2.68 for 10-15 daily, and 2.88 for more than 15 
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daily. In a prospective follow-up study in Denmark that included 24,986 pregnant women 
(Wisborg et al., 2000) the overall rate of SIDS was 0.80 per 1,000 live births. Infants of 
smokers had three and a half times the risk of SIDS compared to infants of nonsmokers, 
and the risk of SIDS increased significantly with the number of cigarettes smoked per 
day. The authors of the study stated that 30-40% of all cases of SIDS could be avoided if 
all pregnant women stopped smoking. In terms of US statistics, infant mortality rate of 
smokers was 10.5 per 1,000 life births, 62% higher than the rate of 6.5 per 1,000 life 
births for infants of mothers who do not smoke (Mattews, Menacker, & MacDorman, 
2003). 
 Alcohol consumption by pregnant women can have serious consequences for a 
developing fetus. The range of structural, neurocognitive and behavioral effects produced 
by fetal exposure is referred to as Fetal Alcohol Spectrum Disorders (FASD). These 
disorders include Fetal Alcohol Syndrome (FAS) with or without confirmed maternal 
alcohol exposure, partial FAS with or without confirmed maternal alcohol exposure, 
Alcohol-Related Birth Defects (ARBD) and Alcohol-Related Neurodevelopmental 
Disorder (ARND) (Hoyme at al., 2005). FAS is the most serious condition of the above 
defined by: (1) characteristic pattern of facial abnormalities (short palpebral fissures, 
smooth philitrum, thin vermilion border of the upper lip); (2) evidence of growth 
retardation (pre-and/or postnatal); (3) evidence of central nervous system abnormalities 
(e.g., microcephaly) (Manning & Hoyme, 2007). Partial FAS diagnosis requires a subset 
of criteria from all three of the above-mentioned groups of characteristics for FAS; 
ARBD is diagnosed when some of the facial abnormalities of FAS and congenital 
structural defects in one or more systems (cardiac, skeletal, renal, eyes, ears or minor 
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abnormalities) are present; and ARND requires evidence of deficient brain growth or 
abnormal morphogenesis and behavioral or cognitive abnormalities such as impairment 
in performance of complex tasks, higher-level receptive and expressive language deficits 
and disordered behavior (Hoyme at al., 2005). Birth prevalence of FAS in the US is 0.5-2 
cases per 1000 birth and prevalence of all FASD is 9-10 cases per 100 birth or a 
surprising 1% (May & Cossage, 2001). 
 Even though evidence concerning recreational drug use during pregnancy and 
morphological teratogenesis is mixed, prenatal illicit drug use has been linked to 
intrauterine growth retardation, prematurity, stillbirth (Jones & Johnson, 2001), and 
Sudden Infant Death Syndrome (Kandall, Gaines, Habel, Davidson, & Jessop, 1993). In 
terms of specific classes of substances, cocaine in particular has been associated with a 
decrease in head circumference and brain weight if the fetus is exposed during the third 
trimester (Bateman & Chiriboga, 2000); ecstasy exposure is linked to congenital 
cardiovascular and musculoskeletal anomalies (McElhatton, Bateman, Evans, Pughe, & 
Thomas, 1999); 55-94% of babies born to opiate-dependent mothers show withdrawal 
signs that include dysfunction of the autonomic nervous system, gastrointestinal tract and 
respiratory system (American Academy of Pediatrics, 1998); hallucinogen phencyclidine 
is associated with physical abnormalities, poor attention, hypertonia, and depressed 
neonatal reflexes (Golden, Kuhnet, Sokol, Martier, & Williams, 1987); marijuana use is 
linked to central nervous system, cognitive development, and behavioral effects (Scher, 
Richardson, Coble, Day, & Stoffer, 1988); barbiturates and benzodiazepines produce 
withdrawal signs in babies that include irritability, hyperactivity, abnormal sleep pattern, 
high-pitched cry, tremor, vomiting, diarrhea, and weight loss (Levy & Spino, 1993). 
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 In addition to the above-mentioned individual effects of smoking, alcohol, and 
illicit drug use in a pregnant women on a developing fetus, the additive effect of using 
more than one substance is likely to be even more harmful for pregnancy outcomes. For 
example, we can see that additive effect in a large retrospective cohort study in Kansas 
City, Missouri, that took place from 1990 to 2002 and included 83,685 babies born to 
white and black mothers. In this study, 13% of babies born to women who smoked during 
pregnancy were preterm, compared to 9.6% of nonsmokers; 17.3% of babies born to 
mothers who used alcohol were preterm, compared to 10.1% of nondrinkers; 22.5% of 
babies born to mothers who used illicit drugs during pregnancy were preterm, compared 
to 10% of babies born to women who do not use illicit drugs during pregnancy. 
Importantly, smoking and alcohol consumption was associated with 18% preterm births, 
smoking and drug use with 21.1% preterm birth and smoking, alcohol, and illicit drugs 
with 31.4% of preterm births, compared to pregnant women who did not use any of these 
three substances and had 9.5% of preterm births. In this study, smoking was 
operationalized as 1 or more cigarettes per week, drinking as 1 or more drinks per week, 
and illicit drug use as any use during pregnancy, and even these relatively low thresholds 
produced high percentages of preterm birth. Heavier use of any of these three classes of 
substances is likely to produce even stronger effects on a developing fetus and it is not 
unreasonable to suppose that depressed women are likely to medicate their symptoms in a 
similar fashion to nondepressed individuals.  
 Depressed pregnant women are also more likely to poorly adhere to prenatal care 
plans. The study by Kelly et al. (1999) demonstrated the link between inadequate prenatal 
care and psychiatric disorders in a large study that included all women who delivered 
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babies in California hospitals during 1994-1995. This study defined inadequate prenatal 
care as either inadequate or intermediate initiation of care that was operationalized as 
care starting after the fourth month of pregnancy, or inadequately received services that 
were operationalized as less than 50 percent of recommended visits adjusted for length of 
gestation. Women who had psychiatric diagnoses at the time of delivery recorded in their 
hospital charts had 4.64 times the risk of inadequate initiation of prenatal care and 4.50 
times the risk of inadequately received services compared to women who did not have 
psychiatric or substance abuse diagnosis. These associations remained significant after 
controlling for payment source, age, education, race, marital status, and parity. This study 
did not specifically examine pregnant women with the diagnosis of depression, but, 
taking into consideration that depression is one of the most common psychiatric 
diagnoses in the community (US Department of Health and Human Services, 1999), it is 
not unreasonable to assume that large percentage of study participants would have had 
diagnosis of depression. Also, the prevalence of psychiatric disorders recorded in the 
charts in this study was 1.4%. This figure is substantially lower than that reported in 
epidemiological reports, suggesting that many pregnant women who had psychiatric 
diagnoses were misclassified in this study by being placed in a well group, with the 
implication that the impact of psychiatric diagnosis on prenatal care underutilization is 
probably stronger. 
 Poor adherence to prenatal care plans negatively impacts the outcome for 
newborns and infants. In a large study that utilized data from the National Center for 
Health Statistics from 1995-1997 and included 10,512,269 singleton live births 
(Vintzileos, Ananth, Smulian, Scorza, & Knuppel, 2002a), lack of prenatal care was 
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identified as a high-risk factor for postneonatal death for African-American and white 
women. Postneonatal death was defined as death of the infant between 28 and 365 days 
of life. Prenatal care was defined as present if the mother had one or more prenatal 
appointments. Adjusting for various antenatal high-risk conditions, maternal age, gravity, 
gestational age at delivery, birth weight, maternal education marital status, smoking, and 
alcohol use, lack of prenatal care was associated with a 1.8 times increase in relative risk 
for postneonatal death in African-American women and a 1.6 times increase in relative 
risk for white women. A different study by the same research group (Vintzileos, Ananth, 
Smulian, Scorza, & Knuppel, 2002b), demonstrated the relationship between the lack of 
prenatal care and increased preterm birth rates. This study utilized the data from the same 
source, the National Center for Health Statistics, but for different years, 1995-1998. 
Preterm birth was here defined as birth occurring at less than 37 weeks of gestation, while 
prenatal care was still defined as present if the mother had one or more prenatal 
appointments. Controlling for the presence or absence of various antenatal high-risk 
conditions, maternal age, gravity, marital status, smoking, alcohol, and education, 
absence of prenatal care increased the relative risk for preterm birth 2.8 times higher in 
African-American and white women. In the presence of various antenatal high-risk 
conditions, lack of prenatal care was associated with a 1.6 to 5.5 times increase in 
preterm birth rates, depending on the severity of the condition. Further, women who had 
less than adequate prenatal care also tended to bring their children to a pediatrician less 
often as reflected by significantly fewer well-child visits and a significantly greater 
probability of not having up-to-date child immunizations, even after controlling for 
income, health insurance coverage, content of prenatal care, wantedness of child, sites of 
	   10	  
prenatal and pediatric care, and maternal and pregnancy risk characteristics (Kogan, 
Alexander, Jack, & Allen, 1998). 
 Prenatal maternal depressive symptoms have serious consequences for newborns, 
such as an increased risk for decreased fetal growth (Hoffman & Hatch, 2000), onset of 
spontaneous preterm labor (Dayan et al., 2002), epidural analgesia, operative deliveries, 
and admission to neonatal care unit (Chung et al., 2001), newborn irritability 
(Zuckerman, Bauchner, Parker,  & Cabral, 1990), and less than optimal results on 
Brazelton (Field et al., 2004), the most commonly used neonatal neurobehavioral 
examination. More specifically, a study by Hoffman and Hatch (2000) that recruited 222 
pregnant white women from lower occupational status households showed a reduction of 
9.1g in gestational-age adjusted birthweight for each unit increase on the Center for 
Epidemiological Studies Depression Scale (CES-D) at 28 weeks of gestation, controlling 
for smoking, demographic and obstetric factors, life event stressors, and social support. 
This rate of reduction in birthweight would mean that pregnant women with elevated 
(>=16) scores on CES-D delivered infants on average 180g smaller than women without 
those elevations. In a study by Dayan et al. (2002) that recruited 634 pregnant women in 
France between1997-1998, scores above 14-15 on the Edinburgh Postnatal Depression 
Scale, indicative of major depression, were strongly associated with onset of preterm 
labor. This was defined as gestational age between 20 and 27 completed weeks of 
gestation, at least one contraction every 10 minutes for at least an hour, and at least one 
cervical change such as dilation or effacement resulting from such contractions among 
underweight women defined as prepregnancy body mass index (weight in kilograms 
divided by height in square meters) lower than 19. Specifically, depressed pregnant 
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women with the above characteristics were 6.9 times more likely to go into preterm labor. 
Also, how the labor itself would go was influenced by prenatal depression symptoms. For 
example, longitudinal study by Chung et al. (2001) that followed 959 pregnant women 
from pregnancy to postpartum demonstrated that elevated third trimester Beck 
Depression Inventory (BDI) scores, defined as a score higher than 14.5, were 
significantly associated with three complications: increased risk of epidural analgesia 
(33% vs. 19% for women bellow BDI cutoff value, RR = 2.56), caesarean sections and 
instrumental vaginal deliveries (39% vs. 27%, RR = 2.28), and babies more likely to be 
admitted to Neonatal Care Unit after delivery (24% vs. 19%, RR =2.18) after controlling 
for age, parity, gestation, past psychiatric history, medical complications (maternal 
diabetes, gestational hypertension, thyroid disorders, antepartum hemorrhage), male 
fetus, actual birthweight, low birthweight, induced labor, labor augmentation, fetal 
presentation, and previous caesarean section. Once the baby is born, the impact of 
prenatal depression is seen in newborn irritability (Zuckerman, Bauchner, Parker,  & 
Cabral, 1990) and lower Brazelton scores result for newborns (Field et al., 2004). The 
Zuckerman et al. (1990) study assessed 1,123 pregnant women and subsequently their 
infants 8-72 hours after delivery and showed that the Center for Epidemiologic Studies 
Depression Scale (CES-D) scores during pregnancy were associated with inconsolability 
and excessive crying in the newborn. Mothers who had CES-D scores at the 90th 
percentile were 2.6 times more likely to have inconsolable newborns, compared to 
mothers who had CES-D scores at the 10th percentile. In terms of the Brazelton Neonatal 
Behavioral Assessment Scale scores, the study by Field at al. (2004) in their sample of 70 
second trimester depressed pregnant women compared to 70 second trimester 
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nondepressed pregnant women, defined as a score greater than 16 on the Center for 
Epidemiological Studies Depression scale, demonstrated that newborns of mothers with 
depressive symptoms had lower scores on Brazelton subscales of habituation, orientation, 
motor, range of state, autonomic stability, and depression. 
 Prenatal depression is also likely to negatively affect pregnant women’s 
relationships. There are no studies to date that address the impact of depression on 
pregnant women’s relationships, but the general literature on relationships with a 
depressed individual suggests that it would be quite negative. It is a well-established 
finding that individuals who interact with depressed or distressed persons are themselves 
at risk for psychological distress. This finding has been confirmed across heterogeneous 
types of relationships including strangers (Coyne, 1976; Howes & Hokanson, 1979), 
dating partners (Katz, Beach, & Joiner, 1998), and marital relationships (Coyne, Burchill, 
& Stiles, 1990; Coyne et al., 1987). Depression has been reported to precipitate marital 
problems (Dew & Broomet, 1991) and it increases the 1-year likelihood of divorce by a 
surprising 70% (Bruce, 1998). Heightened distress in individuals close to the person 
experiencing depression has been attributed to the specific burdens that result from the 
interactions with the depressed person. Specifically, Benazon and Coyne (2000) found 
that the sources of burden that receive the highest mean rating by partners are, in 
descending order, a depressed person’s feelings of worthlessness, the possibility that a 
depressed person could become seriously depressed again, the emotional strain on the 
partner, the depressed person’s constant worrying, and the depressed person’s lack of 
energy. In this study, both depressed individuals and their partners reported higher levels 
of depressed moods than the population norms, t(78) = 8.37, p< .05, and t(78) = 2.24, p< 
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.05, respectively. A depressed person and her partner’s mood were correlated (r= .31, p< 
.05) and the partner’s burden was related to the partner’s mood (r= .40, p< .05). In 
hierarchical regression analysis when a partner’s mood served as a dependent variable 
and a depressed person’s mood was entered as an independent variable at step 1 and a 
partner’s psychological burden at step 2, the standardized coefficient for the effect of the 
depressed person’s mood on the partner’s depressed mood was reduced from significant 
β= .32, p< .05 in step 1 to a nonsignificat β= .16 in step 2, suggesting that the partner’s 
burden can account for the effect of the depressed person’s mood on the partner’s mood. 
 In addition to all the consequences of prenatal depression described in this 
section, prenatal depression is a risk factor for postpartum depression, a problem with its 
own set of negative consequences. Depression during pregnancy is associated with a 
threefold increase in risk of developing postpartum depression (Barrio & Burt, 2000). 
Also, prenatal depression emerged as the strongest predictor of postnatal depression in 
meta-analysis of 44 studies conducted by Beck in 1996. Large effect size (.51) of prenatal 
depression on predicting postpartum depression was demonstrated in this study, followed 
by childcare stress (.48), life stress (.40), social support (.39), prenatal anxiety (.35), 
maternity blues (.35), marital satisfaction (.35), and history of previous depression (.29). 
Hence, identification and treatment of women suffering from depression in the prenatal 
period might not only help to diminish its direct impact, but also reduce the rates and 
impact of postnatal depression. 
1.3 Treatments available for prenatal depression 
 Given the scope and the breadth of problems associated with prenatal depression, 
it is not surprising that a number of approaches have been developed to try to resolve it. 
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These approaches can be classified in two broad categories: pharmacologic treatments 
and psychological treatments. Both of these approaches, however, as currently 
implemented, have significant limitations and more research investigating variables 
instrumentally related to prenatal depressive symptoms is sorely needed. 
Pharmacologic treatments must be used carefully since the administration of 
psychoactive substances poses risks to the mother and the fetus and most antidepressants 
cross placental barrier and are excreted in breast milk (Hendrick, Stowe, & Altshuler, 
2003). Potential risks of antidepressant use by pregnant women to the fetus have been 
classified into five categories: intrauterine fetal death, teratogenicity or morphologic 
toxicity, growth impairment, neonatal toxicity, and behavioral toxicity (Wisner, 
Gelenberg, Leonard, Zarin, & Frank, 1999). The critical period for structural and 
neurochemical abnormalities is 14 to 35 days postconception at the end of which the 
neural tube closes (Moore & Persaud, 1998). Behavioral teratogenesis effects can persist 
well after birth since most of the formation and elaboration of the human nervous system 
occurs prenatally. In light of these concerns, the Food and Drug Administration (FDA) 
has developed the following risk categories of drug use during pregnancy: A – controlled 
studies in pregnant women demonstrate no fetal risk; B – controlled animal studies have 
not shown a fetal risk but there are no studies done in women or controlled studies in 
animals have shown a fetal risk that was not reproduced in controlled studies in humans; 
C – controlled animal studies have demonstrated adverse fetal effects and there are no 
human studies or there are no controlled studies in humans or animals; D - controlled 
studies in humans demonstrate adverse fetal effects but the benefits of using a drug are 
greater than the risk; and X – controlled studies in animals and humans have 
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demonstrated adverse fetal effects or there is evidence of fetal risk based on human 
experience, the risk of using these drugs outweighs any possible benefit and these drugs 
are absolutely contraindicated in pregnancy (Briggs, Freeman, & Yaffe, 1994). 
Classification of the currently available antidepressants according to the above-
described FDA risk categories are as follows: Selective Serotonin Reuptake Inhibitors 
(SSRIs) are risk category B, even though there is some evidence of them being harmful to 
the fetus (Wen et al., 2006), Serotonin-Nonepinephrine Reuptake Inhibitors (SNRIs) are 
risk category C (Lennestal & Kallen, 2007), Tricyclic Antidepressants (TCAs) such as 
amitriptyne, impiramine and nortriptyline are FDA risk category D and the rest of TCAs 
are risk category C (Schatzberg, Cole, & DeBattista, 2007), Monoamine Oxidase 
Inhibitors (MAOIs) are FDA risk category C (Schatzberg et al., 2007). Overall, the FDA 
does not approve the use of any psychotropic drug during pregnancy and lactation 
(Nonacs & Cohen, 2002) and many psychotropic medications are classified by the FDA 
as risk category C, agents for which controlled animal studies have demonstrated adverse 
fetal effects and there are no human studies or there are no controlled studies in humans 
or animals (Nonacs & Cohen, 2003). In addition, treatment of prenatal depression with 
medication is often less than optimal and many women who are “successfully” treated 
with antidepressants experience symptoms of depression.  Even though antidepressants 
have undoubtedly been helpful for many women, in many other cases their use has not 
been the answer and potential and actual damage to the fetuses and infants has been an 
important concern.  
The second group of treatments that were developed to ameliorate prenatal 
depression and that do not include potentially dangerous physical side effects are 
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psychological treatments. Only three studies to date have been published that evaluated 
treatment interventions of prenatal major depression that used either a randomized 
controlled trial or a pretest-posttest design. Putting these numbers into perspective, with 
12.7% of pregnant women having an episode of major depression at some point in their 
pregnancies (Agency for Helthcare Research and Quality, 2005) and an approximate 3 
million women in the US giving birth during one given year (Ventura et al., 1995), it 
would translate into 381,000 pregnant women having an episode of major depression 
annually and with thousands of clinical psychology articles published each year, it indeed 
denotes serious need for further basic and applied research. 
Two of the studies that were conducted used an interpersonal psychotherapy (IPT) 
approach and the third one used an educational intervention. IPT treatment emphasizes 
current relationship issues and it was adapted to the pregnant women population by 
adding a problem area of complicated pregnancy that includes addressing problems such 
as undesired pregnancy, medical problems associated with the pregnancy itself, 
obstetrical complications, multiple birth and congenital anomalies (Spinelli, 1997). 
Educational intervention focused on the following areas: mood changes in childbearing 
women; theories of the cause of mood changes and the prevalence rates among cultures; 
range, intensity and frequency of symptom occurrence; guidelines about when, how and 
where pregnant women seek assistance; development of a personal plan for a woman to 
obtain assistance if required; and information targeted at partners, extended family, and 
friends. 
The first IPT study was a pilot study by Spinelli (1997) that recruited 13 pregnant 
women of low and middle socioeconomic status and diverse ethnic backgrounds (Black, 
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Caucasian, and Hispanic). All women met DSM-III-R criteria for a major depressive 
episode according to the Structured Clinical Interview for DSM-III-R Axis I and began 
16 weekly, 50-minute IPT sessions. Patients were assessed weekly and at 16 weeks or at 
termination of therapy with the Hamilton depression scale (Hamilton, 1960), the Beck 
Depression Inventory (Beck, 1961), the Edinburg Postnatal Depression Scale (Cox, 
1987), and the Clinical Global Impression (GHI) (Guy, 1976). Endpoint analysis 
demonstrated a significant decrease in the mean depression score in all measures over the 
course of the treatment for all participants in the study. Further, all subjects met study 
criteria for recovery – a Hamilton depression score of 6 or less and a GHI of 2 or less.  
 The second IPT study (Spinelli & Endicott, 2003) was built on the first IPT pilot 
study just described and was conducted over 16 weekly IPT therapy sessions as well. 
This study had more participants (38 low-income Hispanic, Caucasian and African 
American pregnant women who met DSM-IV criteria for major depressive disorder) and 
included a parenting education control group who met with a therapist for the same 
number of weeks and the same session length. Participants were assessed weekly and at 
the end of 16 weeks or at termination of therapy with the Hamilton Depression Scale 
(HDS) (Hamilton, 1960), the Beck Depression Inventory (BDI) (Beck, 1961), the 
Edinburg Postnatal Depression Scale (EPDS)(Cox, 1987) and the Clinical Global 
Impression (GHI) (Guy, 1976). The IPT group showed significant improvement 
compared to the parenting education group on all three measures of mood, with rates of 
improvement on the EPDS of 33.3% in the interpersonal psychotherapy group and 11.8% 
in the parenting education group, on the BDI of 52.4% in the interpersonal psychotherapy 
group and 23.5% in the parenting education program, and on the HDS of 52.4% in the 
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interpersonal psychotherapy group and 29.4% in the parenting education group. The 
difference of recovery rate, operationalized as a GHI score of 2 or less, was also 
significant between the two groups, with 60% of the interpersonal psychotherapy group 
and 15.4% of the parenting education group satisfying the cutoff. 
 The third study (Hayes, Muller, & Bradley, 2001), recruited 206 primiparas from 
three hospitals in Australia. Participants were randomly allocated to an antenatal 
education intervention condition or control group. Antenatal education intervention was 
conducted either at the hospital or at a participant’s home and included information on 
history of mood changes in childbearing women; theories of the cause of mood changes 
and the prevalence rates among cultures; range, intensity and frequency of symptom 
occurrence; guidelines about when, how and where pregnant women seek assistance; 
development of a personal plan for a woman to obtain assistance if required; and 
information targeted at partners, extended family, and friends. The outcome measure was 
the Profile of Mood States (POMS) (McNair, Lorr, & Droppleman, 1981) and was 
measured once antenatally at 12-28 weeks and twice postnatally at 8-12 and 16-24 weeks. 
The educational intervention was administered to the education group for the antenatal 
assessment of mood. No statistically significant difference in POMS scores was detected 
between the intervention group and the control groups. 
 Overall, only 49 subjects participated in two of the IPT studies that reported a 
significant treatment effect and 206 subjects in the educational intervention study that 
reported no statistically significant difference between the intervention and control 
groups, highlighting the need to further study and understand the link between 
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pregnancy-specific stressors and depressive symptoms in the pregnant women 
population.  
1.4 Stressors in pregnancy 
1.4.1 Pregnancy-specific stressors 
 An important consideration in measuring stress during pregnancy is that 
pregnancy itself constitutes a stressful life event with its unique psychological and social 
challenges (Carlson & LaBarba, 1979; Zajicek & Wolkind, 1978) and failure to take into 
consideration these challenges will underestimate a pregnant woman’s distress. For 
example, Arizmendi and Affonso (1987) investigated in an open-ended, interview format 
what stressful events pregnant women are faced with in a sample of 221 pregnant 
women. The authors collected a total of 1,403 stressors that were subsequently classified 
into the following categories: physical symptoms (e.g., fatigue, nausea/vomiting, bodily 
pain/discomforts, rest/sleep disturbances, physical restrictions, eating disturbances, and 
GI disturbances), changes in living patterns (e.g., housing, activities, time schedules, 
relocation to new residence), body image (weight gain–e.g., feelings, wardrobe not 
fitting, getting back into shape, physical marks on the body), monetary stressors (e.g., 
having money to buy things, bills, concerns over insurance coverage, loss of regular 
income), family stressors (e.g., parents, support, in-laws, general worries), emotional 
stressors (e.g., changes, fears/worries/concerns, anger/frustration/ambivalence, 
depression/loneliness, guilt), pregnancy concerns (e.g., fear of miscarriage, 
complications/risks, preterm labor, high blood pressure, insufficient weight gain, baby’s 
due date, birth control), labor-delivery (e.g., fears, pains/discomforts, complications, 
waiting, caesarean, outcomes), social stressors (e.g., decrease in social opportunities, 
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friends’ reactions and advice, communications of strangers, reactions to single parenting), 
job/career/school (e.g., work fatigue/limitations/relationships, change in career plans, 
school decisions to finish/quit/exams), mate/spouse issues (e.g., time constraints, 
emotional needs, arguments/marital problems, sex life). The authors of the study reported 
that the most frequently reported sources of stress were physical stressors, followed by 
body/self-image conflicts, and by concerns or expectations regarding the baby. 
 Another study by DiPietro, Chera, Costigan and Hawkins (2004) coupled open-
ended interviews of pregnant women regarding pregnancy-specific stressors with the 
scale development aimed at assessing these stressors. A total of 41 items were selected 
for inclusion in the questionnaire (Pregnancy Experience Scale: PES, DiPietro et al., 
2004) and the principal components analysis of the items suggested the following 
underlying factor constructs: psychological and physical preparation for the baby, 
changes in lifestyle of self and spouse, relationship with family and friends, pregnancy 
concerns and occurrences, and body image and self, highlighting important areas of 
pregnancy-specific stress. In terms of the specific items, the top 10 items endorsed as 
pregnancy hassles from this scale and their associated percentages of endorsement were: 
normal discomforts of pregnancy (91%), ability to do tasks/chores (88%), clothes/shoes 
don’t fit (88%), getting enough sleep (85%), body changes due to pregnancy (85%), your 
weight (82%), thinking about your own labor and delivery (80%), thoughts about whether 
the baby is normal (76%), physical intimacy (68%), and concerns about physical 
symptoms (66%). 
 Pregnancy-specific stressors are positively associated with depressive symptoms 
in the pregnant women population. For example, DiPietro et al. (2004) recruited 198 
	   21	  
healthy women with low-risk pregnancies. The women were assessed at 32 weeks of 
gestation with pregnancy-specific stressors measured by the Pregnancy Experience Scale 
(PES: DiPietro et al., 2004) and depressive symptoms by Center for Epidemiological 
Studies Depression Scale (CES-D: Radloff, 1977). The authors reported significant 
correlations between CES-D scores and hassles frequency (r= .40) and hassles intensity 
(r= .41). The longitudinal study by DiPietro, Christensen and Costigan (2008) confirmed 
and elaborated on the above-described cross-sectional results. One hundred and twelve 
healthy women with low risk pregnancies carrying singleton fetuses participated in this 
study. Pregnant women were assessed on five occasions during the third trimester of their 
pregnancies. The first assessment took place at 24, 25, or 26 weeks of gestation and 
subsequent assessments occurred every three weeks, with the final assessment being done 
at 36, 37, or 38 weeks, respectively. Pregnancy-specific stressors were measured by the 
Pregnancy Experiences Scale – Brief Version (PES-BV: DiPietro et al., 2008) and 
depressive symptoms were assessed by the Center for Epidemiologic Studies Depression 
Scale (CES-D: Radloff, 1977). Hassle frequency increased during the third trimester of 
pregnancy and this increase was significant (F(4,208) = 3.68, p<.01). The intensity of 
hassles that women experienced did not change over time. The authors reported 
significant, positive associations between frequency of hassles and depressive symptoms 
and between intensity of hassles and depressive symptoms. Correlation between 
frequency of hassles and depressive symptoms remained high in the 0.36-0.40 range 
across all five visits and the correlation between intensity of hassles and depressive 
symptoms increased during these five visits with values ranging from 0.44 to 0.66, all the 
correlations being significant at p< .001 level. 
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1.4.2 Negative life events 
 In addition to pregnancy-specific concerns, pregnant women are also not immune 
to undesirable negative life events that anyone in the general population could experience 
that would require additional readjustment. It has been well-established that undesirable 
negative life events are associated with the onset of depression in general population. For 
example, Kendler, Karkowski, and Prescott (1999) concluded causal relationship between 
stressful life events and the onset of major depression in a sample of 24,648 individual 
“person-months” of exposure and 316 onsets of major depression from the population-
based Virginia Twin Registry. In this study each “person-months” of observation refers 
to information about which, if any, stressful life event occurred within a given month and 
whether an episode of major depression started that month. Life events that were included 
in this study were assault (assault, rape, or mugging), divorce/separation (divorce, marital 
separation, broken engagement, or breakup of other romantic relationship), financial 
problems, serious housing problems, serious illness or injury, job loss (laid off from a job 
or fired), legal problems (trouble with police or legal trouble), loss of confidant 
(separation from other loved one or close friend), serious marital problems, having been 
robbed, and serious difficulties at work. The authors found that the odds ratio for the 
onset of major depression in the month of a stressful life event was 5.64 in the entire 
sample, 4.52 within dizygotic twins and 3.58 within monozygotic twins. Using these 
numbers, the authors calculated that about one-third of the association between stressful 
life events is noncausal, that is the individuals that are predisposed to major depression 
tend to select themselves into high-risk environments, and about two-thirds is causal, 
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meaning that stressful life events have a substantial causal relationship with the onset of 
major depression. 
 Negative life events have been demonstrated to be causally critical in the onset of 
major depression specifically in women. Kendler, Gardner and Presscott (2002) 
generated a comprehensive developmental model for the onset of major depression from 
the data provided by 1,942 adult female twins from the Virginia Twin Registry that were 
interviewed up to four times over a 9-year period. The authors considered eighteen risk 
factors that they organized in five developmental tiers in their model: 1) childhood 
(genetic risk, disturbed family environment, childhood sexual abuse, and childhood 
parental loss); 2) early adolescence (neuroticism, self-esteem, and early-onset anxiety and 
conduct disorder); 3) late adolescence (educational attainment, lifetime traumas, social 
support and substance misuse); 4) adulthood (history of divorce and past history of major 
depression); and 5) the last year (marital problems, difficulties, and stressful life events). 
The best model constructed by using structural equation modeling explained 52% of the 
variance in liability to episodes of major depression, with the unique influences on the 
risk for major depression of genetic risk, three risk factors from early adolescence, past 
history of major depression, and all four last-year risk factors. Quantitatively, the three 
strongest predictors for the onset of major depression were dependent and independent of 
respondent’s own behavior stressful life events in the past year and neuroticism. The 
authors reported significant correlations of .50 and .34 between dependent and 
independent stressful life events in the last year and the onset of the episode of the major 
depression in the last year. 
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 The link between negative life events and depressive symptoms has also been 
demonstrated in the pregnant women population in both, cross-sectional and longitudinal 
studies. For example, cross-sectional study by Pakenham, Smith and Rattan (2007) 
recruited 242 primiparous pregnant women from Brisbane, Australia. Stressful life events 
within the past 12 months were assessed by a measure that was adapted from Terry 
(1991) to assess life events during the transition to parenthood. Depression was measured 
by the Edinburgh Postnatal Depression Scale (EPDS: Cox et al., 1987) and the Beck 
Depression Inventory (BDI: Beck et al., 1961). Since both depression measures used 
similar 4-point rating scale and were highly correlated (.74, p< .001), total scores on both 
scales were standardized and used to create combined single index of depressive 
symptomatology. The authors of the study reported that higher depression was 
significantly correlated with more negative life events (.42, p< .01) and life events 
accounted for 23% of variance in depressive symptoms.  
Longitudinal study by Masih, Spence and Oei (2007) also provided support for 
the link between negative life events and depressive symptoms. This study recruited 76 
women in the last trimester of pregnancy, with 52 public and 30 private hospital patients. 
The gestational age of participants ranged from 22 to 39 weeks and the majority of 
women were Caucasian (94% of the sample). Depressive symptoms were assessed using 
Edinburg Postnatal Depression Scale (EPDS: Cox et al., 1996), the depression scale 
validated for use in pregnant and postpartum women, and Beck Depression Inventory 
(BDI: Beck, 1961), one of the most frequent scales used in assessing depressive 
symptoms. Negative life events were measured by Life Events Record (LER: Clark, 
Beck, & Brown, 1992), a questionnaire that assesses the occurrence of 56 life events and 
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associated perceptions of loss in the past three months related to work, income, 
education, physical health, close relationships, children, family issues, social activities, 
legal matters, and death/injury/illness of friends or relatives. Further, in this study, events 
were classified in sociotropic or autonomous categories, where sociotropic events were 
defined as those related to interchange, approval, and acceptance from others and 
autonomous events are those related to independence, mobility and freedom. The 
correlations between the LER total number of negative sociotropic life events and total 
number of negative autonomous life events obtained during the third trimester of 
pregnancy and the EPDS scores recorded at 3 weeks postpartum were .26 and .25, 
respectively. The correlations between the LER total number of negative sociotropic life 
events and total number of negative autonomous life events obtained during the third 
trimester of pregnancy and the BDI scores recorded at 3 weeks postpartum were .32 and 
.46, respectively. It is plausible that the BID scores show higher correlations with 
negative life events than the EPDS scores because the BDI scores include somatic 
symptoms that are common to depression and pregnancy, in addition to including 
cognitive and emotional symptoms. Women with higher level of negative life events in 
either sociotropic or autonomous domains reported higher levels of depressive symptoms 
in this study. Overall, pregnancy-specific stressors and negative life events can be 
reconceptualized as problems to solve and their relationship to depressive symptoms can 
be understood through problem-solving framework.  
1.5 Social problem-solving model 
 According to the social problem-solving model (D’Zurilla, Nezu, & Maydeu-
Olivares, 2002; Maydeu-Olivares & D’Zurilla, 1995, 1996), stressors such as pregnancy-
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specific hassles and negative life events can be understood as problems that need 
solutions and their unsatisfactory resolution could lead to depressive symptoms. In this 
framework, a problem might be a single time-limited event, a series of similar or related 
events, or a chronic, ongoing situation in which there is a discrepancy between a current 
state and a desired state. This discrepancy constitutes a problem because of the various 
obstacles that stand between the person’s current and desired states. A solution can entail 
working with these obstacles to change the problematic nature of the situation, changing 
one’s emotional reaction to the situation, or both. The problem-solving model describes 
how people go about finding solutions to their problems and is described next. 
The original social problem-solving model was developed in 1971 by D’Zurilla 
and Goldfried and latter expanded by D’Zurilla and Nezu (1982, 1990, 1999; Nezu & 
D’Zurilla, 1989). This model has been further revised and refined in recent years, leading 
to the revised social problem-solving model (D’Zurilla, Nezu & Maydeu-Olivares, 2002; 
Maydeu-Olivares & D’Zurilla, 1995, 1996). Social problem-solving is a self-directed, 
cognitive-behavioral process of finding effective solutions for specific problems 
encountered in everyday living. Social problem-solving outcomes are determined by two 
partially independent dimensions: (a) problem orientation and (b) problem-solving style.  
Problem orientation refers to the way in which an individual reacts to a problem with 
which they are confronted. This includes their emotional reactivity, general beliefs, 
appraisals, and perceptions about their own ability to improve or solve problems. 
Problem orientation component serves important motivational function. Two problem-
solving dimensions are: (a) positive problem orientation and (b) negative problem 
orientation. Positive problem orientation is a constructive problem-solving cognitive-
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emotional set that involves the general disposition to appraise a problem as a challenge, 
believe that problems are solvable, believe in one’s personal ability to solve problems, 
believe that successful problem solving takes time and effort, and commit oneself to 
solving problems. Negative problem orientation is an inhibitive cognitive-emotional set 
that involves the general tendency to view a problem as a significant threat to well-being, 
doubt one’s own ability to solve problems successfully, and easily become frustrated and 
upset when confronted with problems.  
Problem-solving styles are cognitive and behavioral activities by which a person 
attempts to understand problems and find effective solutions or ways of coping with 
them. This model describes three social problem-solving styles: (a) rational problem-
solving, (b) impulsivity-carelessness style and (c) avoidance style. The rational problem-
solving style is a constructive problem-solving style that is characterized by deliberate 
and systematic application of effective problem-solving skills. Four problem-solving 
skills each of which makes a distinct contribution to finding an effective solution are: (a) 
problem definition and formulation, (b) generation of alternative solutions, (c) decision-
making, and (d) solution implementation and verification. The goal of the problem-
definition and formulation component is to define reasons why a given situation is a 
problem and specify realistic goals for solving the problem at hand. In the generation of 
alternatives component the idea is to come up with as many possible solutions as possible 
to increase the likelihood that an effective solution is not missed. The goal of decision-
making is to carefully consider the costs and benefits of proposed solutions and to 
develop solution plan that is going to be implemented. In solution implementation and 
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verification component, the purpose is to carry out the solution plan and monitor its 
effectiveness, and troubleshoot if the anticipated result is not accomplished.  
The two remaining problem-solving styles described by the model may be viewed 
as ineffective or maladaptive. The impulsivity-carelessness style is a dysfunctional 
problem-solving pattern that is characterized by narrow, impulsive, careless, hurried and 
incomplete attempts to apply problem-solving strategies and techniques. The person 
characterized by this style often does not consider options carefully and tends to go with 
the first idea that comes to mind. The avoidance style is the second, dysfunctional 
problem-solving pattern and is characterized by procrastination, passivity or inaction, and 
dependency. The person described by this style is likely to put off solving problems or try 
to shift responsibility for addressing problems to other people. Both of the just-described, 
maladaptive styles are likely to be ineffective in solving existing problems and are likely 
to create new ones. 
Problem-solving deficits have been linked to depressive symptoms and formal 
depression diagnosis in a number of studies in nonclinical and clinical populations using 
different measures to assess social problem-solving abilities. For example, Marx and 
Schulze (1991) recruited 20 undergraduate students for the depressed group 
(operationalized as having a score of 18 or above on the Beck Depression Inventory, 
BDI: Beck el al., 1979) and 20 undergraduate students for the nondepressed group 
(operationalized as having a score of 10 or bellow on BDI: Beck et al., 1979) that were 
matched for age, subject of study, and years of education. Depressive symptoms were 
assessed by BDI (Beck el al., 1979) and social problem-solving by Situation Specific 
Problem-Solving Inventory (SSPS-I: Falkenstein, Kolb, & Stubenvoll, 1983). This 
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inventory consists of eight interpersonal problems that have been shown to be 
representative and important for students and that cover different life areas (e.g., 
academic work, friends/acquaintances, family, and close relationships). Subjects are 
asked to imagine themselves in the situation provided to them and describe the most 
probable strategy to overcome this problem. The authors of the study dichotomized 
responses as ineffective (escape-/avoidance-oriented) and effective (action-oriented). 
Problem-orientation was assessed with SSPS-I in the following manner: for each 
situation on SSPS-I subjects are asked to rate on a 6-point scale their responses to the 
following questions: (1) how stressful the situation would be in real life?; (2) how 
competent you would feel to cope with the situation?; and (3) do you think the solution is 
more dependent on your own behavior or on other people/external factors? The authors 
of the study found that for all but one category depressed subjects report significantly 
more responses that belong to the escape-/avoidance-oriented group and significantly less 
responses that belong to the action-oriented group, compared to nondepressed subjects. 
Further, the most common response provided by depressed subjects was classified as “no 
solution”. In terms of problem orientation, depressed subjects showed significantly less 
subjective competency to deal with their problems compared to nondepressed subjects 
but no difference in terms of stressfulness ratings and external control orientation ratings.  
Another study by the same research group (Marx, Williams & Claridge, 1992) 
expanded previous findings by using a different problem-solving measure and 
incorporating a clinical control group of anxious patients. In this study, the authors 
recruited 20 depressed subjects (operationalized as a diagnosis of major depression 
according to the Research Diagnostic Criteria (RDC: Spitzer, Endicott, & Robins, 1978) 
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and a Beck Depression Inventory (BDI: Beck et al., 1979) score of 18 or more, with a 
resulting group mean BDI score of 30.10; 20 nonclinical control group subjects with 
mean BDI score of 8.05 matched with a depressed group for sex, age, and educational 
level; and 17 clinical control group subjects with different forms of anxiety disorders that 
did not meet the criteria for major depressive disorder and with a mean BDI score of 
16.06. The measures used in this study were BDI to assess severity of depressive 
symptoms, and the Means-Ends Problem-Solving Test (MEPS: Platt & Spivack, 1975; 
Spivack et al., 1985) to assesses the means-ends thinking or the ability to conceptualize 
step-by-step means or strategies in achieving a goal. This test presents the subject with 
the beginning and the end of the problem and the particular instructions used in this study 
asked subjects to find the ideal strategy to overcome the problem situation. The results of 
this study revealed that in comparison with nonclinical control subjects, depressed 
subjects developed significantly fewer relevant means and less effective strategies, in 
addition to producing fewer potential obstacles and fewer alternative strategies. Most of 
these problem-solving deficits were not specific to depression and were shared with the 
anxious clinical control group, except for the effectiveness of solution rating, which was 
deficit specific to depressed subjects. 
Several studies report deficiencies in social problem-solving abilities measured by 
the Social Problem-Solving Inventory – Revised (SPSI-R: D’Zurilla, Nezu & Maydeu-
Olivares, 2002) in people experiencing depressive symptoms. For example, a cross-
sectional study by McCabe, Blankstein and Mills (1999) recruited 207 undergraduate 
students and social problem-solving dimensions were assessed by the Social Problem-
Solving Inventory-Revised (SPSI-R: D’Zurilla, Nezu, & Maydeu-Olivares, 2002) and 
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depressive symptoms by the Center for Epidemiologic Studies Depression Scale (CES-D: 
Radloff, 1977). The authors reported a significant negative correlation between the total 
SPSI-R score and depressive symptoms, indicating that better problem solvers have lower 
level of depressive symptoms. In this study all of the SPSI-R scales, with the exception of 
the rational problem-solving scale, were significantly related to depressive symptoms: 
positive problem orientation (PPO) r= -.23, p< .01; negative problem orientation (PPO) 
r= .57, p< .01; impulsivity/carelessness style (ICS) r= .30, p< .01; and avoidance style 
(AS) r= .30, p< .01. Overall, social problem solving accounted in 37% of variance in 
depressive symptoms, R²= .37, with negative problem orientation (NPO) being the only 
significant predictor.  
Another study by D’Zurilla, Chang, Nottingham, and Faccini (1998) recruited 
undergraduate students and psychiatric inpatients for their research. In Study 1, 283 
undergraduate students participated, with social problem-solving dimensions assessed by 
Social Problem-Solving Inventory-Revised (SPSI-R: D’Zurilla, Nezu, & Maydeu-
Olivares, 2002) and depressive symptoms by Beck Depression Inventory (BDI: Beck et 
al., 1979). SPSI-R was administered first, followed by BDI 6 weeks later. In this 
prospective design, four of the five scales of SPSI-R were significantly associated with 
depressive symptoms: PPO r= -.21, p< .001; NPO r= .40, p< .001; ICS r= .15, p< .05; AS 
r= .26, p< .001, controlling for gender of study participants. In Study 2, 100 general 
admissions patients from a private psychiatric hospital participated. The most common 
Axis I diagnosis in this study sample was Major Depressive Disorder (53%), with the 
remaining patients approximately evenly divided among a variety of mood disorders, 
including Dysthymia, Depressive Disorder NOS, and Bipolar Disorder. The most 
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frequent Axis II diagnoses in this sample were Dependent Personality Disorder (40%) 
and Personality Disorder NOS (33%). All subjects were tested within 7 days of their 
admission to the hospital as part of their routine psychodiagnosis evaluation program. 
The authors found the same pattern in the relationships between social problem-solving 
dimensions and depressive symptoms in the inpatient sample and in the undergraduate 
students sample, with the correlations being even stronger in the inpatient sample. This 
suggests that social problem solving might be even more relevant to understanding 
depressive symptoms as psychopathology increases: PPO r= -.37, p< .001; NPO r= .66, 
p< .001; ICS r= .24, p< .05; AS= .39, p< .001. 
1.6 Relational problem-solving model of stress 
 The relational problem-solving model of stress (D’Zurilla, 1986, 1990; Nezu, 
1987; Nezu & D’Zurilla, 1989; Nezu & Ronan, 1995) integrates the link between 
stressors and depressive symptoms with the link between social problem solving and 
depressive symptoms, proposing that the impact of stressors on depressive symptoms is 
moderated and mediated by social problem solving. In other words, under a similar level 
of stress individuals who are more effective problem solvers experience less depressive 
symptoms than individuals who are less effective problem solvers. In this view, much of 
the psychopathology is understood as ineffective and maladaptive coping behavior and its 
consequences whereby individuals are unable to satisfactorily solve their problems and, 
as a result, experience a range of negative affects, physical symptoms and new problems.  
 Social problem solving has been shown to moderate and mediate the relationship 
between stressors and depressive symptoms in a number of studies. For example, the 
study by Kant, D’Zurilla and Maydeu-Olivares (1997) found support for a mediating role 
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of social problem solving in the relationship between everyday problems and depression 
in a sample of 200 community-dwelling elderly and middle-aged people. In this study 
social problem-solving abilities were assessed by Social Problem-Solving Inventory- 
Revised (SPSI-R: D’Zurilla, Nezu, & Maydeu-Olivares, 2002); everyday problems by the 
Problems Inventory (PI), a checklist of the current problems specially developed for this 
study that assesses potential problems in the areas such as health, family and friend, 
environment, work and finances; and depressive symptoms by Beck Depression 
Inventory (BDI: Beck et al., 1979). Social problem solving accounted for 19.7% of the 
relationship between everyday problems and depressive symptoms. Subsequently the 
authors repeated meditational analyses for social problem-solving dimensions and were 
able to determine that Negative Problem Orientation (NPO) was responsible for the 
effects.  
 Social problem solving has also been demonstrated to moderate the relationship 
between negative life events and depressive symptoms. For example, the cross-sectional 
study by Nezu, Nezu, Saraydarian, Kalmar, and Ronan (1986) recruited 462 
undergraduate students from various introductory level courses at a northeastern 
university. Depressive symptoms were measured by the Beck Depression Inventory 
(BDI: Beck, Ward, Mendelson, Mock, & Erbaugh, 1961), life stress by the Life 
Experiences Survey (LES: Sarason, Johnson, & Siegel, 1978) and problem solving by the 
Problem Solving Inventory (PSI: Heppner & Peterson, 1982). The authors divided the 
study sample in two – a screening sample and a calibration sample to evaluate the 
stability of their findings. The results of the hierarchical regression analysis in the 
screening sample revealed that negative life events times problem-solving interaction, 
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that was used to evaluate moderator role of social problem solving, was significantly 
related to depression scores. Collectively, regression accounted for over 50% of the 
variance in depression scores, R² = .58, which was significant. Results from the 
calibration sample revealed that the amount of shrinkage was minimal with R² of .47, p< 
.001, with the correlation between the observed criterion scores of the screening sample 
and the predicted criterion scores for the calibration sample r = .69, p < .01. This suggests 
that the first regression analysis provided relatively stable beta weights, increasing 
confidence in the results of this study. 
  In addition to replicating previous cross-sectional results, the study by Nezu and 
Ronan (1988) prospectively demonstrated the moderator role of social problem-solving in 
the relationship between negative life events and depressive symptoms. This study 
recruited150 graduate and undergraduate students. In this investigation, depressive 
symptoms were measured by the Beck Depression Inventory (BDI: Beck et al., 1961), 
negative life events by the Life Experiences Survey (LES: Sarason, et al., 1978), and 
social problem solving was assessed by two measures: Problem-Solving Inventory (PSI: 
Heppner & Peterson, 1982), a measure of self-appraised personal problem-solving 
behavior and attitudes, and Means-Ends Problem-Solving Procedure (MEPS: Platt & 
Spivack, 1975), a performance-based problem solving measure that requires a participant 
to generate specific actions that one could take in order to resolve various interpersonal 
and social problems. During the first testing (T1) participants completed the BDI, LES, 
PSI, and MEPS. Three months later, during testing time two (T2), participants completed 
a second BDI and LES in which participants marked events that happened only in the last 
three months. Cross-sectional analysis (T1) replicated previous findings and revealed 
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that, for both measures of problem solving, the interaction between problem solving and 
negative life events was significant, suggesting that problem solving serves as a 
moderator in the relationship between negative life events and depressive symptoms. For 
PSI as a measure of problem solving, adjusted multiple R² was .42, F(3,146)=12.19, 
p<.001, and for MEPS, adjusted multiple R² was .43, F(3,146)=14.96, p<.001. Data of 
longitudinal analysis (T2) revealed that controlling for T1 BDI scores, negative life 
events (T2) times problem solving interaction was significant. For PSI as a measure of 
problem-solving, adjusted multiple R² was .87, F(4,145)=79.48, p<.0001, and for MEPS, 
adjusted multiple R² was .84, F(4,145)=64.98, p<.0001. These results support the 
mediator role of social problem solving in the relationship between stressors and 
depressive symptoms in prospective studies as well. 
1.7 Study hypotheses 
This study attempts to extend previous findings that revealed that social problem-
solving ability is an important moderator and mediator variable in the relationship 
between stressors and depressive symptoms by investigating this relationship in pregnant 
women population and broadening the concept of stressors to include pregnancy-specific 
hassles and negative live events. Moderator hypothesis is proposed to highlight the notion 
that under similar levels of stress more effective problem solvers are likely to experience 
less depressive symptoms than less effective problem solvers. Specifically, all of the 
following four hypotheses need to be supported in order to conclude that social problem 
solving serves as a moderator in the relationship between pregnancy-specific stressors 
and depressive symptoms:   
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• Hypothesis 1: Negative life events are significantly and positively correlated with 
depressive symptoms in the pregnant women population. 
• Hypothesis #2: Pregnancy-specific stressors are significantly and positively 
correlated with depressive symptoms in the pregnant women population. 
• Hypothesis #3: Adaptive problem-solving dimensions of positive problem 
orientation and rational problem-solving style are significantly and negatively 
correlated with depressive symptoms in the pregnant women population. 
Maladaptive problem-solving dimensions of negative problem orientation, 
impulsivity-carelessness style and avoidance style are significantly and positively 
correlated with depressive symptoms in the pregnant women population.  
• Hypothesis #4: Social problem solving moderates the relationship between 
pregnancy-specific stressors and depressive symptoms, above and beyond 
associations between depressive symptoms and demographic form variables that 
predict depressive symptoms, negative life events, pregnancy-specific stressors, 
and social problem-solving. In other words, considering a person’s social 
problem-solving score and pregnancy-specific stressors score simultaneously 
gives us additional information in predicting that person’s depressive symptoms 
score, above and beyond information provided by demographic form variables 
that predict depressive symptoms, negative life events, pregnancy-specific 
stressors, and social problem-solving. The prediction is that more effective 
problem-solvers will have lower ratings of depressive symptoms in response to 
the same level of pregnancy-specific stressors than less effective problem solvers.  
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CHAPTER 2: METHODS 
2.1 Participants and Procedures 
2.1.1 Participants 
Participants for this study were recruited from The Women’s Care Center of 
Drexel University College of Medicine. The Women’s Care Center provides gynecologic 
care, family planning services, and prenatal care services to urban, minority and 
underserved women. Participants in this study were (1) women of childbearing age (18-
44), and (2) pregnant. Age range of 18-44 years was selected for this study based on 
operational definition of childbearing age according to the Centers of Disease Control 
and Prevention (CDC, 2009). Being pregnant was selected as an entry criterion to this 
study because this study’s hypotheses focused specifically on the pregnant women 
population. This investigation’s exclusion criterion was not being able to understand the 
consent form. This exclusion criterion was selected because it would prevent a potentially 
eligible pregnant woman from being able to participate in this study. Being able to 
understand the consent form is a requirement because of the ethical considerations 
involved in the consent procedure and because of the similarity in reading level between 
the consent form and study questionnaires, all being approximately at a 6th grade reading 
level (Cox et al., 1987; Sarason, et al., 1978; DiPietro, et al, 2008; D’Zurilla, et al., 2002). 
A power analysis revealed that to obtain .80 power assuming medium effect size (f²=.15) 
and setting α to .05, 150 participants needed to participate in this study. 150 participants 
provided valid and complete responses for this study. 
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2.1.2 Procedure 
Participants for this study were identified according to the procedure described 
bellow. A patient that was waiting for her appointment at The Women’s Care Center 
(WCC) was called in by the medical assistant for triage prior to her appointment with her 
clinician. At that time, the medical assistant verbally restated and handed out to a prenatal 
appointment patient advertisement for this study (Appendix A), which was printed on a 
brightly colored paper and instructed the person to hold on to this flyer if she is interested 
in participating in this study. If a woman threw the study flyer away, she was not 
approached by the research assistant. If a woman held on to the flyer, she was approached 
by the research assistant to confirm that she was interested in hearing more about this 
study. Next, the study was described to the prospective participant, and if she continued 
to be interested, the research assistant administered an informed consent procedure. The 
discussions and consent process were carried out in a respectful manner and in a setting 
where confidentiality was assured. Study inclusion criteria (pregnant women of 
childbearing age) were ascertained by the nurse, and study exclusion criterion (not being 
able to understand the consent form) was ascertained during the informed consent 
procedure. Once consented, the participant was handed a study questionnaire packet on a 
clipboard to start filling out while she was waiting to be called in for the doctor and to 
continue completing the measures after her appointment until she completed them. She 
was instructed what to do about any questions or concerns. She and the staff were aware 
of research assistant location in the setting at all times. No clinical or support services for 
the patient were interrupted for the study. To ensure the participant’s privacy and 
comfort, the woman was asked if she preferred to be taken to a separate room to fill out 
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study measures while the research assistant monitored when she was called in for the 
doctor, or if she preferred to complete the study measures in the WCC waiting room. 
Completion of this study questionnaire packet took 20-25 minutes. Once a participant 
was done filling out the study measures, the research assistant checked that all questions 
had been answered, thanked the woman for participating, provided a $5.00 cash stipend, 
and collected a receipt for payment.  
 This study involved administration of the Edinburg Postnatal Depression Scale 
(EPDS: Cox et al., 1987), a measure that assesses emotional and cognitive symptoms of 
prenatal and postnatal depression. In contrast with the measures that are used to diagnose 
depressive disorders, EDPS gives an indication of depressive symptoms only, and no 
score on this measure is equivalent to major depression diagnosis. However, taking into 
consideration that the point prevalence of major depression is 3.8% in the first trimester, 
4.9% in the second trimester and 3.1% in the third trimester (Agency for Healthcare 
Research and Quality, 2005), some participants in this study would have met this 
diagnosis. Participants who might be at risk of harming themselves were identified by 
monitoring their responses to critical item #10 on the EPDS scale – “The thought of 
harming myself has occurred to me” and if the response was “Yes, quite often” or 
“Sometimes,” the person was flagged as at-risk and the following procedure was planned 
to be carried out: 
1. The research assistant will discuss with the patient, in an empathetic and 
professional manner, that she is concerned and would like a clinician to talk to the 
patient a little more about these issues at this visit. 
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a. The research assistant will reassure the patient that her physician discussions are 
not part of the research and will be confidential like all medical care 
communications. 
b. The research assistant will in no way attempt to take further psychosocial history 
from the patient or make an independent judgment about the patient’s safety. 
2. Whether the patient agrees or declines a further discussion, Dr. Wolf or the senior 
attending physician on-site will be notified prior to the patient leaving the unit. 
3. If a patient declines, the research assistant will ask for a reliable phone number 
and ask permission for the clinician or social worker to call her. 
a. This information will be conveyed to the senior clinician. 
4. The senior attending physician will assess the problem and make the final 
disposition decisions. 
No participants in this study indicated that the response “Yes, quite often” or 
“Sometimes” to EPDS item #10 “The thought of harming myself has occurred to me” 
represents their current state. 
2.2 Measures 
2.2.1 Edinburg Postnatal Depression Scale 
The Edinburg Postnatal Depression Scale (EPDS: Cox et al., 1987) was selected 
as a measure of prenatal depressive symptoms because it assesses emotional and 
cognitive symptoms of prenatal or postnatal depression while purposefully excluding 
somatic symptoms that often arise because of physiological changes of childbearing. It is 
important to use a depressive symptoms scale that excludes somatic items in this study 
because pregnancy is often associated with somatic symptoms (e.g., significant weight 
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gain, change in sleeping habits, fatigue and loss of energy) that are present in depressed 
individuals as well. The EPDS has been validated and extensively used in prenatal and 
postnatal populations (Lumley, 2003). This measure is a 10-item instrument with each 
item scored on a Likert scale from 0 to 3. The maximum score is 30 and the possible 
depression cut-off score is 12. The total score was used in this study. Split-half reliability 
of the EPDS is 0.88. Sensitivity of the EPDS (proportion of women with Research 
Diagnostic Criteria (RDC: Spitzer et al., 1978) for depression who were true positives) is 
86% and specificity (proportion of RDC nondepressed women who are true negatives) is 
78%. The positive predictive value (the proportion of women above the threshold of the 
EDPS who met RDC for depression) is 73%.  
2.2.2 Life Experiences Survey 
The Life Experiences Survey (LES: Sarason, et al., 1978) was selected as a 
measure of life events because it allows for the respondent’s ratings of the desirability or 
undesirability of life events as well as the ratings of personal impact of these events. It is 
important for this study to have a measure that permits participants to indicate whether an 
event is desirable or undesirable for them and rate the personal impact of the event, as 
opposed to relying on a priori classification of events as desirable and undesirable based 
on population values. The same event may be experienced as desirable or undesirable and 
vary in intensity depending on the circumstances and personality characteristics of the 
individual making a judgment. LES is a 47-item measure of positive and negative events 
that necessitate readjustment on the part of the person experiencing them and that 
happened over the previous year. Items are rated on a 7-point scale ranging from -3 
(extremely negative impact) to +3 (extremely positive impact) with events that did not 
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occur coded as 0. The total impact score of negative life events was used in this study. 
Test-retest reliability for the negative life events scale has been estimated to range from 
.56 to .88 (Sarason et al., 1978). Five items from this instrument that are related to 
pregnancy were omitted in this study: pregnancy, having an abortion, a major change in 
sleeping habits (much more or much less sleep), a major change in eating habits (much 
more or much less food intake), and sexual difficulties. 
2.2.3 Pregnancy Experiences Scale 
The Pregnancy Experiences Scale (DiPietro, et al., 2004) was selected for use in 
this study to capture the maternal exposure to ongoing hassles and uplifts that are specific 
to pregnancy. The inclusion of a measure of pregnancy-specific challenges is important 
because including a general measure of ongoing hassles and uplifts would underestimate 
challenges that pregnant women face. The PES is a 41- item instrument in which each 
item is rated on a 7-point scale ranging from -3 (extremely negative impact) to +3 
(extremely positive impact) with events that did not occur coded as 0. Parallel to the 
measure of life events included in this study, (LES: Sarason, et al., 1978), the total impact 
score of hassles was used in this research. The test-retest reliability of the intensity of 
hassles score has been reported to vary in the .61-.72 range (DiPietro et al., 2004). 
2.2.4 Social Problem Solving Inventory – Revised, Short Form 
The Social Problem-Solving Inventory – Revised, Short Form (SPSI-R: D’Zurilla, 
et al., 2002) was selected for use in this study because it assesses five dimensions of the 
most current social problem-solving model, and it has been used extensively in research 
(D’Zurilla, et al., 2002). Specifically, the five dimensions that the SPSI-R assesses are 
two problem-solving orientations: positive problem orientation (PPO) and negative 
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problem orientation (NPO); and three problem-solving styles: rational problem-solving 
(RPS), impulsivity-carelessness style (ICS) and avoidance style (AS). The SPSI-R, Short 
Form consists of 25 items with 5 items per dimension. Each item is rated on a Likert 
scale ranging from 0 (not at all true of me) to 4 (extremely true of me). The sum of the 
scores on the items for each scale constitute that scale’s total score. All five social 
problem-solving dimension scores were used in this research. Internal consistency 
reliabilities for each of the five total scores are: PPO α = .76, NPO α = .91, RPS α = .91, 
ICS α = .83, and AS α = .88.  
2.2.5 Control variables 
 Demographic form variables that predict depressive symptoms (relationship 
status, first or subsequent pregnancy, and depression medication) were included as 
covariates in hierarchical multiple regression analyses evaluating hypothesis 4. Inclusion 
of covariates in the first step of hierarchical multiple regressions evaluating moderator 
role of social problem solving in the relationship between pregnancy-specific stressors 
and depressive symptoms is important because it allows to account for variables that are 
associated with depressive symptoms prior to entering variables of interest into analysis. 
2.3 Analysis of Data 
2.3.1 Descriptive statistics 
 Sample demographic characteristics gathered by the study demographic form are 
summarized using frequencies and percentages for the following qualitative variables: 
ethnicity (Caucasian, African American, Asian, Hispanic/Latino, biracial, and self-
defined other), relationship status (single, married or living with the partner, divorced, 
widowed), highest level of education completed (elementary school, junior high school, 
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high school, associate degree, bachelor degree, graduate degree), current employment 
status (unemployed, employed), number of babies carried (single fetus, multiple). Means 
and standard deviations are used to summarize quantitative variables of mother’s age (in 
years) and time of gestation (in weeks). 
 Scores on all study measures, including the Edinburg Postnatal Depression Scale, 
the Life Experiences Survey, the Pregnancy Experiences Scale – Brief Version and the 
Social Problem-Solving Inventory – Revised, Short Form are summarized by reporting 
means and standard deviations. The degree of relationship between all possible pairing of 
study measures along with associated significance levels are reported in the correlation 
table. 
2.3.2 Hypotheses testing 
2.3.2.1 Hypothesis 1  
This hypothesis proposes that negative life events are significantly and positively 
correlated with depressive symptoms in the pregnant women population. It was evaluated 
by regressing depressive symptoms measured by the total score on the Edinburg Postnatal 
Depression scale (EPDS) on negative life events measured by the impact score of 
negative life events (sum of ratings of impact of negative life events that happened to the 
person) from Life Experiences Survey (LES).  
2.3.2.2 Hypothesis 2 
This hypothesis proposes that pregnancy-specific stressors are significantly and 
positively correlated with depressive symptoms in the pregnant women population. It was 
evaluated by regressing depressive symptoms measured by the total score on EPDS on 
pregnancy-specific stressors measured by the negative impact score of pregnancy-
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specific stressors (the sum of ratings of negative impact of pregnancy-specific stressors) 
from the Pregnancy Experiences Scale (PES).  
2.3.2.3 Hypothesis 3 
This hypothesis proposes that adaptive problem-solving dimensions of positive 
problem orientation and rational problem-solving style are significantly and negatively 
correlated with depressive symptoms in the pregnant women population. Maladaptive 
problem-solving dimensions of negative problem orientation, impulsivity-carelessness 
style and avoidance style are significantly and positively correlated with depressive 
symptoms in the pregnant women population. To evaluate this set of hypotheses, the 
depressive symptoms measured by the total score on EPDS were regressed on each of the 
five components of the social problem-solving model in turn, measured by its 
corresponding scale from the Social Problem-Solving Inventory - Revised. 
Hypotheses 1-3 assess bivariate relationships between depressive symptoms and 
negative life events (hypothesis 1), pregnancy-specific stressors (hypothesis 2), and 
problem-solving dimensions (hypothesis 3). Bivariate regression analyses were chosen 
over Pearson correlations because regression analyses provide more information about 
the data and include correlation values. 
2.3.2.4 Hypothesis 4 
This hypothesis proposes that social problem solving moderates the relationship 
between pregnancy-specific stressors and depressive symptoms, above and beyond 
associations between depressive symptoms and demographic form variables that predict 
depressive symptoms (relationship status, first pregnancy, and depression medication), 
negative life events, pregnancy-specific stressors, and social problem solving. It was 
	   46	  
evaluated separately for each of the components of the social problem-solving model that 
are significant predictors of depressive symptoms (Negative Problem Orientation, 
Positive Problem Orientation, Impulsivity-Carelessness Style, and Avoidance Style). In 
this set of regressions, depressive symptoms measured by the Edinburgh Postnatal 
Depression Scale total score (EPDST) served as a criterion variable and predictors were 
entered in blocks in the following order: depressive symptoms covariates assessed by the 
study demographic form and negative life events operationalized by the impact score of 
negative life events from the Life Experiences Survey (LESN) in block 1, pregnancy-
specific stressors operationalized by the impact score of pregnancy hassles from the 
Pregnancy Experiences Scale (PESH) in block 2, one of the problem-solving components 
that are significant predictors of depressive symptoms operationalized by the 
corresponding scale from the Social Problem-Solving Inventory-Revised (SPSI-R) in 
block 3, and the interaction between impact score of pregnancy-specific stressors and 
social problem-solving component evaluated in this regression in block 4. This order of 
entry of variables for hierarchical multiple regression was chosen for the following 
reasons: depressive symptoms covariates and negative life events in block 1, because 
study hypothesis is confined to pregnancy-specific stressors and it has been previously 
shown that social problem solving moderates the relationship between negative life 
events and depressive symptoms; pregnancy-specific stressors in block 2, because 
pregnancy-specific stressors temporarily precede ways of coping with them; one of the 
problem-solving components in block 3, because it represents a way of coping with the 
previously entered pregnancy-specific stressors; and the interaction between pregnancy-
specific stressors and problem-solving component in block 4, because according to 
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hypothesis 4 simultaneously having information about pregnancy-specific stressors and 
person’s problem-solving ability will improve the prediction of depressive symptoms in 
pregnancy compared to the model  that includes blocks 1-3 only. 
Hypotheses 1-4 were evaluated taking into consideration familywise error rate by 
making Bonferroni correction. Bonferroni correction is achieved by dividing significance 
level by total number of tests run in the study. 
CHAPTER 3: RESULTS 
3.1 Descriptive statistics 
 Of the one hundred and fifty participants consented, one hundred and fifty 
supplied valid and complete data. All subsequent analyses are based on this number of 
participants (N=150). The frequencies and percents for all of the qualitative variables that 
were reported on the participant’s demographic forms are reported in Table 1. This study 
sample primarily consists of African American (118, 78%), Caucasian (13, 9%), and 
Hispanic/Latino (11, 7%) women, with the reminder approximately evenly divided 
between Biracial, Asian, and other. Approximately half of study participants are single 
(70, 47%) and half are in a committed relationship (80, 53%). The majority have high 
school education (121, 80%), minority have associate degree (14, 10%), with the 
reminder divided between bachelor degree, junior high school, graduate degree, and 
elementary school. Approximately two-thirds of the sample are unemployed (94, 63%) 
and one-third are employed (56, 37%). For one-third of the participants (49, 33%) this is 
their first pregnancy, and for two-thirds (101, 67%) this is their subsequent pregnancy. 
Almost all study participants  (139, 93%) do not receive medication from their physician 
for the treatment of depression, but small minority (11, 7%) do. The majority of 
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participants were recruited in third (83, 55%) and second trimester (51, 34%) of their 
pregnancies and minority were recruited in the first trimester (16, 11%). This recruitment 
pattern probably reflects the fact that prenatal appointments are scheduled more 
frequently as pregnancy progresses. Relationship status (single or in committed 
relationship), first pregnancy (yes or no), and depression medication (yes or no) predicted 
depressive symptoms in this study sample and were included as covariates for 
hierarchical multiple regressions evaluating the proposed moderator role of social 
problem solving in the relationship between pregnancy-specific stressors and depressive 
symptoms. Inclusion of covariates in the first step of hierarchical multiple regression is 
important because it allows to account for variables that are associated with depressive 
symptoms prior to entering variables of interest into analysis. 
 Table 2 presents descriptive statistics for quantitative variables assessed via 
demographic form. It gives additional information on week of gestation during which 
participants completed study measures. Women typically initiate prenatal care in the 
second month of pregnancy (weeks 5-8) and the length of gestation is 40 weeks. Women 
that participated in this study were in 7 to 40 weeks of their pregnancies, with the mean 
of 25.67 weeks and standard deviation of 8.96 weeks. This would mean that the bulk of 
data collected in this study comes from fifth through eight months of pregnancy. 
Maternal age of study participants ranged from 18 to 43 years, with the mean age of 
24.87 years and standard deviation of 5.45 years. Neither weeks of gestation nor mother’s 
age predicted depressive symptoms in this study sample and were not included as 
covariates for hierarchical multiple regressions evaluating the proposed moderator role of 
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social problem solving in the relationship between pregnancy-specific stressors and 
depressive symptoms.  
 Table 3 presents descriptive statistics for dependent and independent variables. 
Edinburgh Postnatal Depression Scale has a possible maximum score of 30 and possible 
depression cut-off score of 12. The mean score for this sample is 8.97 and standard 
deviation is 5.42, indicating that the majority of this study participants were experiencing 
few symptoms of depression. Life Experiences Survey consists of 42 life events, that 
when judged as having negative impact can be rated on -3 (extremely negatively) to -1 
(somewhat negatively) scale. This questionnaire assesses for life events experienced over 
the past year. The absolute value of the mean score of negative life events for this sample 
is 4.45 and standard deviation is 6.19, indicating that the majority of participants in this 
study experienced relatively few negative life events. Pregnancy Experiences Scale 
consists of 41 common pregnancy experiences, that when judged as hassling can be rated 
on -3 (extremely negative) to -1 (somewhat negative) scale as well. The absolute value of 
the mean score of pregnancy hassles for this sample is 13.49 and standard deviation is 
14.21. This would indicate that study participants endorsed substantially more pregnancy 
hassles compared to negative life events, with the mean hassle score being approximately 
three times higher and standard deviation value being approximately two times higher for 
pregnancy hassles compared to negative life events. Social Problem-Solving Inventory-
Revised scales of positive problem orientation (PPO), negative problem orientation 
(NPO), rational problem-solving style (RPS), impulsivity-carelessness style (ICS), and 
avoidance style (AS) can range from 0 to 20 each. The highest rated scales for this 
sample represent adaptive problem-solving dimensions of PPO (M = 13.05, SD = 4.31), 
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and RPS (M = 11.29, SD = 4.31). Maladaptive problem-solving dimensions were rated 
lower: NPO (M = 6.34, SD = 4.57), ICS (M = 6.31, SD = 4.06), and AS (Mean = 4.92, 
SD = 4.03). This pattern of scale scores is similar to the pattern of scores obtained in a 
normative sample of 950 young adults of 17-39 years (D’Zurilla et al., 2002), with 
adaptive problem-solving dimensions rated higher than maladaptive problem-solving 
dimensions (PPO: M = 11.89, SD = 3.90; RPS: M = 10.98, SD = 3.76; NPO: M = 8.10, 
SD = 4.65; ICS: M = 7.09, SD = 3.95; AS: M = 6.95, SD = 4.75), which probably 
suggests that people tend to perceive their problem-solving abilities in a positive light. 
 Table 4 presents correlations between dependent and independent variables. The 
dependent variable of Edinburgh Postnatal Depression Scale has a significant relationship 
with Negative Problem Orientation (r = .47, p<.01), Life Experiences Survey impact 
score of negative life events (r = .30, p<.01), Pregnancy Experiences Scale impact score 
of pregnancy hassles (r = .28, p<.01), Positive Problem Orientation (r = -.29, p<.01), 
Impulsivity-Carelessness Style (r = .22, p<.01) and Avoidance Style (r = .25, p<.01). All 
of these correlations, except for Positive Problem Orientation, are positive, meaning that 
when the score on independent variable increases, so does the score on dependent 
variable of Edinburg Postnatal Depression Scale. For positive Problem Orientation, the 
correlation is negative, indicating that when Positive Problem Orientation score increases, 
the score on Edinburgh Postnatal Depression Scale decreases.  
Independent variable of Life Experiences Survey impact score of negative life 
events has a significant relationship with Edinburg Postnatal Depression Scale (r = .30, 
p<.01) only. This is a positive correlation, indicating that both variables increase in the 
same direction.  
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Independent variable of Pregnancy Experiences Scale impact score of pregnancy 
hassles has significant relationships with Edinburg Postnatal Depression Scale (r = .28, 
p<.01), Negative Problem Orientation (r = .25, p<.01), Rational Problem-Solving Style (r 
= -.20, p<.05), Impulsivity-Carelessness Style (r = .27, p<.01) and Avoidance Style (r = 
.19, p<.05). All of these correlations, expect for Rational Problem-Solving, are positive, 
indicating that variables increase in the same direction. Correlation with Rational 
Problem-Solving is negative, indicating that variables increase in opposite directions.  
Independent variable of Positive Problem Orientation has a significant 
relationship with Rational Problem-Solving Style (r = .65, p<.01) , Edinburgh Postnatal 
Depression Scale (r = -.29, p<.01) and Negative Problem Orientation (r = -.20, p<.01). 
Correlation with Rational Problem-Solving Style is positive, meaning that both variables 
increase in the same direction. Correlations with Edinburgh Postnatal Depression Scale 
and with Negative Problem Orientation are negative, indicating that variables increase in 
opposite directions.  
Independent variable of Negative Problem Orientation has significant 
relationships with Impulsivity-Carelessness Style (r = .51, p<.01), Avoidance Style (r = 
.58, p<.01), Edinburg Postnatal Depression Scale (r = .47, p<.01), Pregnancy Experiences 
Scale impact score of pregnancy hassles (r = .25, p<.01)  and Positive Problem 
Orientation (r = -.20, p<.01) . All of these correlations, except with Positive Problem 
Orientation, are positive, indicating that variables increase in the same direction. The 
correlation with Positive Problem Orientation is negative, indicating that variables 
increase in opposite directions. 
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Independent variable of Rational Problem-Solving Style has a significant 
relationship with Positive Problem Orientation (r = .65, p<.01) and Pregnancy 
Experiences Scale impact score of pregnancy hassles (r = -.20, p<.05).  The correlation 
with Positive Problem Orientation is positive, indicating that variables increase in the 
same direction. The correlation with Pregnancy Experiences Scale impact score of 
pregnancy hassles is negative, indicating that variables increase in opposite directions.  
Independent variable of Impulsivity-Carelessness Style has significant 
relationships with Negative Problem Orientation (r = .51, p<.01), Avoidance Style (r = 
.62, p<.01), Edinburgh Postnatal Depression Scale (r = .22, p<.01) and Pregnancy 
Experiences Scale impact score of pregnancy hassles (r = .27, p<.01). All reported 
correlations are positive, indicating that variables increase in the same direction.  
Independent variable of Avoidance Style has significant relationships with 
Negative Problem Orientation (r = .58, p<.01), Impulsivity-Carelessness Style (r = .62, 
p<.01), Edinburg Postnatal Depression Scale (r = .25, p<.01) and Pregnancy Experiences 
Scale impact score of pregnancy hassles (r = .19, p<.05). All of these correlations are 
positive, indicating that variables increase in the same direction.  
3.2 Hypotheses testing 
 3.2.1 Hypothesis 1 
This hypothesis proposes that negative life events are significantly and positively 
correlated with depressive symptoms in the pregnant women population. In other words, 
it is hypothesized that as negative life events increase, reported depressive symptoms will 
also increase. This hypothesis was evaluated by regressing depressive symptoms 
measured by Edinburgh Postnatal Depression Scale total score (EPDST) on negative life 
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events measured by Life Experiences Survey impact score of negative life events (LESN) 
and is reported in Table 5.  Negative life events significantly predicted depressive 
symptoms in the expected direction, b =. 26, t(148) = 3.81, p = .000. Negative life events 
also explained a significant 9% of variance in depressive symptoms, R2  = .09, F(1,148) = 
14.53, p = .000. Hypothesis 1 is supported by the data. 
 3.2.2 Hypothesis 2  
This hypothesis proposes that Pregnancy-specific stressors are significantly and 
positively correlated with depressive symptoms in the pregnant women population. In 
other words, it is hypothesized that as pregnancy-specific hassles increase, reported 
depressive symptoms will also increase. This hypothesis was evaluated by regressing 
depressive symptoms measured by Edinburgh Postnatal Depression Scale total score 
(EPDST) on pregnancy hassles measured by Pregnancy Experiences Scale impact score 
of pregnancy hassles (PESH) and is reported in Table 5. Pregnancy hassles significantly 
predicted depressive symptoms in the expected direction, b =. 11, t(148) = 3.57, p = .000. 
Pregnancy hassles also explained a significant 8% of variance in depressive symptoms, 
R2 = .08, F(1,148) = 12.76, p = .000. Hypothesis 2 is supported by the data. 
 3.2.3 Hypothesis 3 
This hypothesis proposes that adaptive problem-solving dimensions of positive 
problem orientation and rational problem-solving style are significantly and negatively 
correlated with depressive symptoms in the pregnant women population. In other words, 
it is hypothesized that as scores on adaptive problem-solving dimensions of positive 
problem orientation (PPO) and rational problem-solving style (RPS) increase, reported 
depressive symptoms decrease. Conversely, this hypothesis also proposes that 
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maladaptive problem-solving dimensions of negative problem orientation, impulsivity-
carelessness style and avoidance style are significantly and positively correlated with 
depressive symptoms in the pregnant women population. In other words, as scores on 
maladaptive problem-solving dimensions of negative problem orientation (NPO), 
impulsivity-carelessness style (ICS), and avoidance style (AS) increase, reported 
depressive symptoms increase. This hypothesis was evaluated separately for each of the 
five components of the social problem-solving model: PPO, NPO, RPS, ICS, and AS. 
Depressive symptoms measured by Edinburgh Postnatal Depression Scale total score 
(EPDST) were regressed on each of these five components of the social problem-solving 
model and the results for each problem-solving component is provided bellow. 
 Positive problem orientation (PPO) significantly predicted depressive symptoms 
in the expected direction, b = -.37, t(148) = -3.73, p = .000. Positive problem orientation 
also explained a significant 9% of variance in depressive symptoms, R2 = .09, F(1,148) = 
13.88, p = .000. Hypothesis 3 is supported by the data for social problem-solving 
component of positive problem orientation. 
 Negative problem orientation (NPO) significantly predicted depressive symptoms 
in the expected direction, b = .56, t(148) = 6.64, p = .000. Negative problem orientation 
also explained a significant 22% of variance in depressive symptoms, R2 = .22, F(1,148) 
= 41.67, p = .000. Hypothesis 3 is supported by the data for social problem-solving 
component of negative problem orientation. 
 Rational problem-solving style (RPS) did not significantly predict depressive 
symptoms, b = -.20, t(148) = -1.95, p = .053. Hypothesis 3 is not supported by the data 
for social problem-solving component of rational problem-solving style. 
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 Impulsivity-carelessness style (ICS) significantly predicted depressive symptoms 
in the expected direction, b = .29, t(148) = 2.76, p = .007. Impulsivity-carelessness style 
also explained a significant 5% of variance in depressive symptoms, R2 = .05, F(1,148) = 
7.59, p = .007. Hypothesis 3 is supported by the data for social problem-solving 
component of impulsivity-carelessness style. 
 Avoidance style (AS) significantly predicted depressive symptoms in the 
expected direction, b = .33, t(148) = 3.11, p = .002. Avoidance style also explained a 
significant 6% of variance in depressive symptoms, R2 = .06, F(1,148) = 9.65, p = .002. 
Hypothesis 3 is supported by the data for social problem-solving component of avoidance 
style. 
 Among social problem-solving components, negative problem orientation was the 
strongest predictor of depressive symptoms, accounting for 22% of variance in depressive 
symptoms. Positive problem orientation, avoidance style, and impulsivity-carelessness 
style, also significantly predicted depressive symptoms, accounting for 9%, 6%, and 5% 
of variance in depressive symptoms, respectively. Rational problem-solving style did not 
predict depressive symptoms in this study. 
 3.2.4 Hypothesis 4 
This hypothesis proposes that social problem solving moderates the relationship 
between pregnancy-specific stressors and depressive symptoms, above and beyond 
associations between depressive symptoms and depressive symptoms covariates that 
emerged in this study: relationship status (single or committed relationship), first 
pregnancy (yes or no), depression medication (yes or no) and variables of negative life 
events, pregnancy-specific stressors, and social problem-solving. In other words, 
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considering a person’s social problem-solving score and pregnancy-specific stressors 
score simultaneously gives us additional information in predicting that person’s 
depressive symptoms score, above and beyond information provided by relationship 
status (single or committed relationship), first pregnancy (yes or no), depression 
medication (yes or no) and negative life events, pregnancy-specific stressors, and social 
problem-solving. The prediction is that more effective problem-solvers will have lower 
ratings of depressive symptoms in response to the same level of pregnancy-specific 
stressors than less effective problem solvers.  
Hypothesis 4 was evaluated separately for each of the four components of the 
social problem-solving model that were significant predictors of depressive symptoms: 
positive problem orientation (PPO), negative problem orientation (NPO), impulsivity-
carelessness style (ICS), and avoidance style (AS). In this set of regressions, depressive 
symptoms measured by the Edinburgh Postnatal Depression Scale total score (EPDST) 
served as a criterion variable and predictors were entered in blocks in the following order: 
depressive symptoms covariates of relationship status (single or committed relationship), 
first pregnancy (yes or no), depression medication (yes or no) as well as negative life 
events measured by the impact score of negative life events from the Life Experiences 
Survey (LESN) in block 1, pregnancy-specific stressors measured by the impact score of 
pregnancy hassles from the Pregnancy Experiences Scale (PESH) in block 2, one of the 
four problem-solving components that were significant predictors of depressive 
symptoms in our sample (PPO, NPO, ICS, and AS) from the corresponding scale of 
Social Problem-Solving Inventory-Revised (SPSI-R) in block 3, and the interaction 
between impact score of pregnancy-specific stressors and social problem-solving 
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component evaluated in this regression in block 4. This order of entry of variables for 
hierarchical multiple regression was chosen for the following reasons: depressive 
symptoms covariates and negative life events in block 1, because my hypothesis is 
confined to pregnancy-specific stressors and it has been previously shown that social 
problem solving moderates the relationship between negative life events and depressive 
symptoms; pregnancy-specific stressors in block 2, because pregnancy-specific stressors 
temporarily precede ways of coping with them; one of the problem-solving components 
in block 3, because it represents a way of coping with the previously entered pregnancy-
specific stressors; and the interaction between pregnancy-specific stressors and problem-
solving component in block 4, because according to hypothesis 4 simultaneously having 
information about pregnancy-specific stressors and person’s problem-solving ability will 
improve the prediction of depressive symptoms in pregnancy compared to the model  that 
includes blocks 1-3 only.  
All three covariates of depressive symptoms that emerged in this study 
(relationship status, first pregnancy, and depression medication) were categorical and 
hence were dummy coded prior to entering in hierarchical multiple regression analyses. 
For relationship status covariate being single was coded as 0 (reference category) and 
being in a committed relationship was coded as 1. For first pregnancy covariate “yes” 
was coded as 0 (reference category) and “no” was coded as 1. For depression medication 
covariate “yes” was coded as 0 (reference category) and “no” was coded as 1. Predictor 
variables that formed interaction terms in hierarchical multiple regressions (pregnancy 
hassles, social problem-solving components, and product terms between pregnancy 
hassles and each of the social problem- solving components) were mean-centered prior to 
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entering into statistical analyses. Mean-centering was achieved by taking the mean of the 
sample on that variable and subtracting the person’s actual score on that measure for 
every participant. Results of hierarchical multiple regressions are presented in Table 6. 
 In hierarchical multiple regression evaluating proposed moderator role of positive 
problem orientation (PPO) the first block was significant, indicating that relationship 
status, first pregnancy, depression medication and negative life events were significant 
predictors of depressive symptoms. Block one variables were found to contribute a 
significant 16% of variance in depressive symptoms, R2 = .16, F (4, 145) = 6.94, p = .000. 
The addition of pregnancy-specific stressors in the second block of the hierarchical 
multiple regression model significantly explained additional 7% of variance in depressive 
symptoms, ΔR2 = .07, ΔF (1, 144) = 14.00, p = .000, indicating that pregnancy-specific 
stressors significantly predicted depressive symptoms above and beyond the associations 
between block one variables and depressive symptoms. The addition of positive problem 
orientation in the third block of the model significantly explained additional 4% of 
variance in depressive symptoms, ΔR2 = .04, ΔF (1, 143) = 6.84, p = .010, indicating that 
positive problem orientation significantly predicted depressive symptoms above and 
beyond the association between block one and two variables and depressive symptoms. 
The addition of the interaction term between pregnancy-specific stressors and positive 
problem orientation in block 4 of the hierarchical multiple regression model was not 
significant (ΔR2 = .00, ΔF (1, 142) = .77, p = .383), indicating that consideration of a 
person’s positive problem orientation score and pregnancy-specific stressors score 
simultaneously does not give us additional information in predicting that person’s 
depressive symptoms score above and beyond information provided by relationship 
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status, first pregnancy, depression medication and negative life events, pregnancy-
specific stressors, and positive problem orientation. Hypothesis 4 was not supported by 
the data for positive problem orientation.  
 In hierarchical multiple regression evaluating proposed moderator role of negative 
problem orientation (NPO) the first block was significant, indicating that relationship 
status, first pregnancy, depression medication and negative life events were significant 
predictors of depressive symptoms. Block one variables were found to contribute a 
significant 16% of variance in depressive symptoms, R2 = .16, F (4, 145) = 6.94, p = .000. 
The addition of pregnancy-specific stressors in the second block of the hierarchical 
multiple regression model significantly explained additional 7% of variance in depressive 
symptoms, ΔR2 = .07, ΔF (1, 144) = 14.00, p = .000, indicating that pregnancy-specific 
stressors significantly predicted depressive symptoms above and beyond the associations 
between block one variables and depressive symptoms. The addition of negative problem 
orientation in the third block of the model significantly explained additional 12% of 
variance in depressive symptoms, ΔR2 = .12, ΔF (1, 143) = 25.38, p = .000, indicating 
that negative problem orientation significantly predicted depressive symptoms above and 
beyond the association between block one and two variables and depressive symptoms. 
The addition of the interaction term between pregnancy-specific stressors and negative 
problem orientation in block 4 of the hierarchical multiple regression model was not 
significant (ΔR2 = .00, ΔF (1, 142) = .54, p = .465), indicating that consideration of a 
person’s negative problem orientation score and pregnancy-specific hassles score 
simultaneously does not give us additional information in predicting that person’s 
depressive symptoms score above and beyond information provided by relationship 
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status, first pregnancy, depression medication and negative life events, pregnancy-
specific stressors, and positive problem orientation. Hypothesis 4 was not supported by 
the data for negative problem orientation.  
 In hierarchical multiple regression evaluating proposed moderator role of 
impulsivity-carelessness style (ICS) the first block was significant, indicating that 
relationship status, first pregnancy, depression medication and negative life events were 
significant predictors of depressive symptoms. Block one variables were found to 
contribute a significant 16% of variance in depressive symptoms, R2 = .16, F (4, 145) = 
6.94, p = .000. The addition of pregnancy-specific stressors in the second block of the 
hierarchical multiple regression model significantly explained additional 7% of variance 
in depressive symptoms, ΔR2 = .07, ΔF (1, 144) = 14.00, p = .000, indicating that 
pregnancy-specific stressors significantly predicted depressive symptoms above and 
beyond the associations between block one variables and depressive symptoms. The 
addition of impulsivity-carelessness style in the third block of the model significantly 
explained additional 4% of variance in depressive symptoms, ΔR2 = .04, ΔF (1, 143) = 
7.25, p = .008, indicating that impulsivity-carelessness style significantly predicted 
depressive symptoms above and beyond the association between block one and two 
variables and depressive symptoms. The addition of the interaction term between 
pregnancy-specific stressors and impulsivity-carelessness style in block 4 of the 
hierarchical multiple regression model was not significant (ΔR2 = .00, ΔF (1, 142) = .05, 
p = .824), indicating that consideration of a person’s impulsivity-carelessness style and 
pregnancy-specific hassles score simultaneously does not give us additional information 
in predicting that person’s depressive symptoms score above and beyond information 
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provided by relationship status, first pregnancy, depression medication and negative life 
events, pregnancy-specific stressors, and positive problem orientation. Hypothesis 4 was 
not supported by the data for impulsivity-carelessness style.  
 In hierarchical multiple regression evaluating proposed moderator role of 
avoidance style (AS) the first block was significant, indicating that relationship status, 
first pregnancy, depression medication and negative life events were significant 
predictors of depressive symptoms. Block one variables were found to contribute a 
significant 16% of variance in depressive symptoms, R2 = .16, F (4, 145) = 6.94, p = .000. 
The addition of pregnancy-specific stressors in the second block of the hierarchical 
multiple regression model significantly explained additional 7% of variance in depressive 
symptoms, ΔR2 = .07, ΔF (1, 144) = 14.00, p = .000, indicating that pregnancy-specific 
stressors significantly predicted depressive symptoms above and beyond the associations 
between block one variables and depressive symptoms. The addition of avoidance style 
in the third block of the model significantly explained additional 3% of variance in 
depressive symptoms, ΔR2 = .03, ΔF (1, 143) = 5.21, p = .024, indicating that avoidance 
style significantly predicted depressive symptoms above and beyond the association 
between block one and two variables and depressive symptoms. The addition of the 
interaction term between pregnancy-specific stressors and avoidance style in block 4 of 
the hierarchical multiple regression model was not significant (ΔR2 = .00, ΔF (1, 142) = 
.65, p = .420), indicating that consideration of a person’s avoidance style score and 
pregnancy-specific hassles score simultaneously does not give us additional information 
in predicting that person’s depressive symptoms score above and beyond information 
provided by relationship status, first pregnancy, depression medication and negative life 
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events, pregnancy-specific stressors, and positive problem orientation. Hypothesis 4 was 
not supported by the data for avoidance style.   
Among social problem-solving components, negative problem orientation was the 
strongest predictor of depressive symptoms, accounting for an additional 12% of variance 
in depressive symptoms, above and beyond the association between depressive symptoms 
and relationship status, first pregnancy, depression medication, negative life events, 
pregnancy-specific stressors. Positive problem orientation, impulsivity-carelessness style, 
and avoidance style, also significantly predicted depressive symptoms, accounting for an 
additional 4%, 4%, and 3% of variance in depressive symptoms, respectively, above and 
beyond the association between depressive symptoms and relationship status, first 
pregnancy, depression medication, negative life events, pregnancy-specific stressors. 
CHAPTER 4: DISCUSSION 
 This study was designed to extend previous findings that revealed that social 
problem-solving ability is an important moderator variable in the relationship between 
stressors and depressive symptoms by investigating this relationship in pregnant women 
population and broadening the concept of stressors to include pregnancy-specific hassles 
in addition to negative life events. Research aimed at gaining a greater understanding of 
stressors-distress relationship in pregnant women population is sorely needed given 
health and well-being consequences of prenatal depression for the mother and the baby, 
multiple side effects of the pharmacological treatments, and the paucity of psychological 
treatments tailored to ameliorate prenatal depression. Broadening the concept of stressors 
to include pregnancy-specific hassles in addition to negative life events is important 
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because including a measure of life events only is likely to underestimate the challenges 
that pregnant women face.  
 A moderator hypothesis was proposed to highlight the notion that under similar 
levels of pregnancy-specific stressors more effective problem-solvers are likely to 
experience less depressive symptoms compared to depressive symptoms experienced by 
less effective problem-solvers. This hypothesis was evaluated in a sample of one hundred 
and fifty pregnant women predominantly of African American ethnicity, recruited mostly 
in the second and third trimesters of their pregnancies. Other salient demographic 
characteristics of the sample are approximately half of the study participants were single 
and half in a committed relationship, most completed high school education, 
approximately two-third unemployed and one-third employed, and for approximately 
one-third of study participants this is their first pregnancy and for two thirds this is their 
subsequent pregnancy. Around 20% of all prenatal patients approached declined 
participation.  The most frequent stated reasons were lack of time or having a companion 
for this appointment.   
Set of four hypotheses was proposed to evaluate possible moderator role of social 
problem solving in the relationship between pregnancy-specific stressors and depressive 
symptoms. The fist hypothesis proposed that negative life events are significantly and 
positively correlated with depressive symptoms in the pregnant women population. In 
other words, as negative life events increase, reported depressive symptoms also increase. 
This hypothesis was supported by the data. The second hypothesis proposed that 
pregnancy-specific stressors are significantly and positively correlated with depressive 
symptoms in the pregnant women population. In other words, as pregnancy-specific 
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stressors increase, reported depressive symptoms also increase. This hypothesis was 
supported by the data as well. The third hypothesis proposed that adaptive problem-
solving dimensions of positive problem orientation and rational problem-solving style are 
significantly and negatively correlated with depressive symptoms in the pregnant women 
population. In other words, as scores on adaptive problem-solving dimensions of positive 
problem orientation (PPO) and rational problem-solving style (RPS) increase, reported 
depressive symptoms decrease. This hypothesis was supported for PPO and not supported 
for RPS. The third hypothesis also proposed that maladaptive problem-solving 
dimensions of negative problem orientation, impulsivity-carelessness style and avoidance 
style are significantly and positively correlated with depressive symptoms in the pregnant 
women population. In other words, as scores on maladaptive problem-solving dimensions 
of negative problem orientation (NPO), impulsivity-carelessness style (ICS), and 
avoidance style (AS) increase, reported depressive symptoms also increase. This 
hypothesis was supported for all three maladaptive problem-solving dimensions. Among 
the social problem-solving components, negative problem orientation was the strongest 
predictor of depressive symptoms, followed by positive problem orientation, avoidance 
style, and impulsivity-carelessness style. Significant results for hypotheses 1, 2, and 3 
hold true even after taking into consideration familywise error rate by making Bonferroni 
correction. 
Hypothesis 4 specifically evaluated moderator effect and proposed that social 
problem solving moderates the relationship between pregnancy-specific stressors and 
depressive symptoms, above and beyond associations between depressive symptoms and 
depressive symptoms covariates of relationship status, first pregnancy, depression 
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medication and variables of negative life events, pregnancy-specific stressors, and social 
problem-solving. In other words, considering a person’s social problem-solving score and 
pregnancy-specific stressors score simultaneously gives us additional information in 
predicting that person’s depressive symptoms score, above and beyond information 
provided by relationship status, first pregnancy, depression medication, negative life 
events, pregnancy-specific stressors, and social problem-solving. The prediction is that 
more effective problem-solvers will have lower ratings of depressive symptoms in 
response to the same level of pregnancy-specific stressors than less effective problem 
solvers. Hypothesis 4 was evaluated separately for each of the four components of the 
social problem-solving model that were significant predictors of depressive symptoms: 
positive problem orientation (PPO), negative problem orientation (NPO), impulsivity-
carelessness style (ICS), and avoidance style (AS). Relationship status, fist pregnancy, 
depression medication and negative life events significantly predicted depressive 
symptoms. Adding pregnancy-specific stressors to the model accounted for additional 
variance explained in depressive symptoms. All four evaluated problem-solving 
components (PPO, NPO, ICS, and AS) improved prediction of depressive symptoms 
above and beyond association between depressive symptoms and relationship status, first 
pregnancy, depression medication, negative life events, and pregnancy-specific stressors. 
Negative problem orientation was the strongest predictor, followed by positive problem 
orientation, impulsivity-carelessness style, and avoidance style. The moderator effect 
itself, or consideration of a person’s social problem solving and pregnancy-specific 
stressors simultaneously, did not provide additional information in predicting depressive 
symptoms above and beyond information already provided by relationship status, first 
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pregnancy, depression medication, negative life events, pregnancy-specific stressors, and 
social problem-solving. Thus, in our sample moderator effect was not supported for all of 
the four social problem-solving components evaluated (PPO, NPO, ICS, and AS).  
 However, a number of significant findings emerged from this study. Both, 
pregnancy-specific stressors and social problem-solving components of PPO, NPO, ICS, 
and AS are important and relevant to predicting depressive symptoms in pregnant 
women. It has been shown in previous research that pregnancy-specific stressors are 
positively associated with depressive symptoms in the pregnant women population (e.g., 
DiPietro et al., 2004). It has also been shown that negative life events predict depressive 
symptoms in pregnant women population in both, cross-sectional and longitudinal studies 
(e.g., Pakenham, Smith, & Rattan, 2007; Masih, Spence, & Oei, 2007). To date, there 
have been no studies that included both, negative life events and pregnancy-specific 
hassles to assess pregnant women exposure to stressors and their respective contributions 
to depressive symptoms. Negative life events and pregnancy-specific hassles considered 
individually explain approximately equal amount of variance in depressive symptoms. 
The important and interesting finding is that pregnancy-specific hassles account for an 
additional variance in depressive symptoms, after covariates of depressive symptoms of 
relationship status, first pregnancy, and depression medication, as well as negative life 
events have been taken into consideration. These results highlight the importance of 
stressors in understanding depressive symptoms in pregnancy as well as the importance 
of assessing and studying pregnancy-specific stressors in understanding pregnant women 
distress. 
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Social problem-solving deficits have been linked to depressive symptoms and 
formal depression diagnosis in a number of studies in nonclinical and clinical populations 
(e.g., D’Zurilla, Chang, Nottingam, & Faccini, 1998; Marx & Schulze, 1991; Marz, 
Williams, & Claridge, 1992; McCabe, Blankstein, & Mills, 1991). Four out of five social 
problem-solving components predicted depressive symptoms in this study. The two 
strongest predictors of depressive symptoms were negative problem orientation (NPO) 
and positive problem orientation (PPO). The importance of the problem orientation 
aspect of social problem-solving process is that it serves motivational function that would 
either facilitate (PPO) or inhibit (NPO) social problem-solving process. Another two 
problem-solving components that were significant predictors of depressive symptoms in 
this study were two ineffective or maladaptive social problem-solving styles of avoidance 
(AS) and impulsivity-carelessness (ICS). The importance of maladaptive problem-
solving styles in social problem-solving process is that they are unlikely to solve the 
problems a person is faced with and are likely to create additional problems. The only 
problem-solving component that did not significantly predict depressive symptoms in this 
study was adaptive problem-solving style of rational problem solving (RPS). One 
possibility for the lack of significant negative association between RPS and depressive 
symptoms is that people might be inhibited to utilize their good RPS skills if they are 
high on maladaptive problem-solving dimensions of NPO, ICS, and AS. Physiologically, 
stress response starts in the limbic system with the perception of danger and activation of 
the sympathetic nervous system. Epinephrine and norepinephrine are released and a 
person is physiologically prepared to fight or flight. The person is prepared to 
immediately go from stimulus to response without taking time to engage in executive 
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functioning processes of gathering additional information, establishing goals, 
brainstorming alternative courses of action, predicting consequences of these actions, 
decision-making, and monitoring of consequences. Thus, executive abilities that are 
required for use of the rational problem-solving skills are temporarily unavailable to a 
person, until limbic system perceives that the danger is over and activates 
parasympathetic nervous system to counter the effects of sympathetic nervous system and 
to return a person to baseline (Thase & Howland, 1995).   
No studies to date simultaneously addressed contribution of stressors and social 
problem-solving components in predicting depressive symptoms in pregnant women 
population. Results of this study revealed that social problem-solving components of 
NPO, PPO, ICS, and AS explained additional variance in depressive symptoms, after the 
covariates of relationship status, first pregnancy, depression medication and the variables 
of negative life events and pregnancy-specific hassles have been taken into consideration. 
This set of findings highlight the importance of considering stressors and ways of coping 
with them in understanding pregnant women distress as well as point out to the 
contribution of social problem-solving components in predicting depressive 
symptomatology. 
 The moderator model that proposed that social problem solving affects the 
strength of the relationship between pregnancy-specific hassles and depressive symptoms 
was not significant in this study. The idea that more effective problem-solvers will have 
lower ratings of depressive symptoms in response to the same level of pregnancy-specific 
hassles than less effective problem-solvers was not supported by the results of this study. 
Comparing to hypotheses 1-3 that were based on Pearson correlations among variables 
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and were evaluated by simple bivariate regressions, hypothesis 4, or moderator effect, is a 
more complicated model that was evaluated by hierarchical multiple regression analyses 
that included an interaction term. A number of potential methodological problems might 
have resulted in false negative findings. 
Inadequate measures for the purposes of the study might be one area. Depressive 
symptoms were measured by the Edinburgh Postnatal Depression Scale (EDPS). This 
questionnaire has been validated and extensively used in prenatal and postnatal 
populations (Lumley, 2003). This measure has adequate psychometirc properties (Cox et 
al., 1987) and seems to be a good fit for the purposes of this study because it assesses 
emotional and cognitive symptoms of prenatal depression while purposefully excluding 
somatic symptoms that often arise because of physiological changes of childbearing. 
Further, this measure has good sensitivity (proportion of depressed women according to 
Research Diagnostic Criteria (RDC: Spitzer et al., 1978) who were identified as such by 
scoring above the cut-off on EPDS) and good specificity (proportion of nondepressed 
women according to RDC who were identified as such by scoring below the cut-off on 
EPDS). The data obtained from this study sample revealed that the majority of study 
participants were not depressed, so it is uncertain what the results might have been for 
pregnant women who are depressed.  
Negative life events were measured by Life Experiences Survey (LES). This 
questionnaire has adequate psychometic properties (Sarason, Johnson, & Siegel, 1978) 
and seems to be a good fit for the purposes of this study because it allows for the 
respondent’s rating of the desirability or undesirability of the events as well as the ratings 
of personal impact of these events. It is important to utilize the measure that permits 
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ratings of desirability or undesirability of the event as opposed to relying on a priori 
classification of events as desirable or undesirable based on population values because 
the same event might be experienced as desirable or undesirable and vary in intensity 
depending on the circumstances and personality characteristics of the person making a 
judgment. The data obtained from this study sample revealed that the majority of study 
participants experienced very few negative life events. 
Pregnancy-specific hassles were measured by Pregnancy Experiences Scale 
(PES). This questionnaire has adequate psychometric properties (DiPietro, Ghera, 
Costigan, & Hawkins, 2004) and seems to be a good fit for the purposes of this study 
because it captures the maternal exposure to ongoing hassles and uplifts that are specific 
to pregnancy and considering negative life events only is likely to underestimate pregnant 
women distress. This measure allows for personalized ratings of pregnancy experiences 
as positive or negative as well as ratings of the intensity of these experiences. The data 
obtained from this study sample revealed that the majority of study participants were 
somewhat hassled by their pregnancies. 
Social problem-solving was measured by Social Problem-Solving Inventory – 
Revised (SPSI-R). This questionnaire has strong psychometric properties (D’Zurilla, 
Nezu, & Maydeu-Olivares, 2002) and seems to be a good fit for the purposes of this 
study because it assesses five dimensions of the most current social problem-solving 
model (PPO: positive problem orientation, NPO: negative problem orientation, RPS: 
rational problem-solving style, ICS: impulsivity-carelessness style, and AS: avoidance 
style) and it is conceptually linked to the relational problem-solving model of stress that 
is being evaluated in this study with pregnant women population. The data obtained from 
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this study sample revealed that study participants rated higher on adaptive problem-
solving dimensions (PPO and RPS) than on maladaptive problem-solving dimensions 
(NPO, ICS and AS).  
Low power to detect moderator effect might be another area influencing the 
findings. Power is a function of statistical significance (α), the size of the sample (N), and 
the effect size (f² for hierarchical multiple regression). Power analysis conducted prior to 
collecting the data revealed that to obtain .80 power assuming medium effect size of f² 
=.15, (small effect size corresponds to f²  = .02 and large effect size corresponds to f² = 
.35 (Cohen, 1992)) and setting α to .05, 150 pregnant women need to participate in this 
study. 150 pregnant women supplied data for this study and α was set to .05 for 
regression analyses. Effect sizes obtained in this study were equal to 0 for ICS (ICS: f²  = 
.00), medium for NPO (f²  = .29) and large for PPO and AS (PPO: f²  = .58, AS: f²  = 
.43). Hence, the absence of significant moderator effect probably represents true state of 
affairs for NPO, PPO and AS in the context of measures utilized in this study and the 
sample assessed. For ICS to obtain .80 power assuming small effect size (f² = .02) and 
setting α to .05, 600 pregnant women needed to participate in this study. 
Another possibility is that the absence of significant moderator effect for social 
problem-solving dimensions in the relationship between pregnancy-specific stressors and 
depressive symptoms in pregnancy is a true negative result. In this case, true negative 
result might mean that: (a) relational problem-solving model of stress generalizes to 
pregnant women population, but variations in the study procedures (different ways of 
assessing the constructs, different inclusion and/or exclusion criteria, etc) are responsible 
for the lack of significant findings, or (b) relational problem-solving model of stress does 
	   72	  
not generalize to pregnant woman population and other moderator or mediator variables 
account for stressors-depressive symptoms relationship in pregnant women population.  
Relational problem-solving of stress (D’Zurilla, 1986, 1990; Nezu, 1987; Nezu & 
D’Zurilla, 1989; Nezu & Ronan, 1995) has received strong empirical support in the 
literature. Social problem-solving has been shown to moderate and mediate the 
relationship between stressors and depressive symptoms in a number of studies (e.g., 
D’Zurilla, Chang, Nottingam, & Faccini, 1998; Marx & Schulze, 1991; Marz, Williams, 
& Claridge, 1992; McCabe, Blankstein, & Mills, 1991). No studies to date have been 
conducted to test the generalizability of this model to pregnant women population and 
hence the aim of this study. Historically, relational problem-solving model of stress 
builds upon parent model of cognitive-transactional stress theory by Lazarus (1996, 
1991). Contrary to the lack of research on relational problem-solving model of stress in 
pregnant women population, the relevance of Lazarus’ cognitive-transactional stress 
theory to pregnant women has been evaluated in empirical studies.  
To briefly restate both theories, relational problem-solving model of stress 
(D’Zurilla, 1986, 1990; Nezu, 1987; Nezu & D’Zurilla, 1989; Nezu & Ronan, 1995) 
postulates that the impact of stressors on depressive symptoms is moderated and 
mediated by social problem solving. In this view, much of the psychopathology is 
understood as ineffective and maladaptive coping behavior and its consequences whereby 
individuals are unable to satisfactorily resolve their problems and, as a result, experience 
a range of negative affects, physical symptoms and new problems.  
Cognitive-transactional stress theory by Lazarus (1996, 1991) postulates that the 
relationship between stressors and distress is moderated and mediated by three variables: 
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cognitive appraisal, coping strategies, and coping resources. Cognitive appraisals are 
defined as subjective interpretations of the event and are classified in two categories: 
primary appraisal or demands and secondary appraisal or resources. Primary appraisals 
are evaluations of the extent to which an event is threatening. Secondary appraisals are 
evaluations of possible coping processes. Coping strategies are cognitive and behavioral 
efforts to manage specific internal or external demands that are appraised as taxing or 
exceeding the resources of the person and are classified into problem-focused and 
emotion-focused coping. Problem-focused coping is defined as strategies aimed at 
altering the source of distress. Emotion-focused coping is defined as strategies aimed at 
minimizing distress caused by the stressful event. Finally, coping resources are relatively 
stable characteristics of an individual or individual’s environment that refer to what is 
available when a person evaluates a situation and develops his or her coping strategies. 
As highlighted in the definition, coping resources can be internal or external to the 
person.  
One of the most comprehensive empirical investigations that evaluated relevance 
of Lazarus’ cognitive transactional theory to antenatal depression was a study by 
Pakenham, Smith, and Rattan (2007). This study assessed for direct and moderating 
effects of live events, coping resources, appraisals and coping strategies on depressive 
symptoms in pregnant women. In bivariate analyses, similar to the results of this study, 
depressive symptoms were positively associated with life events, threat appraisal, and 
avoidant coping strategy of wishful thinking; negatively associated with self-efficacy 
appraisal; and not significantly associated with problem-focused coping. Even though the 
constructs come from different theories, there is some overlap between the constructs 
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derived from Lazarus model and the constructs derived from relational problem-solving 
model of stress: threat appraisal and self-efficacy share some overlap with problem-
orientation components, avoidant strategy of wishful thinking shares some overlap with 
avoidance style, and problem-focused coping shares some overlap with rational problem-
solving style. The study by Pakenham et al. (2007) also demonstrated the link between 
social support and avoidance strategy of wishful thinking with depressive symptoms. In 
multivariate hierarchical regression analyses, social support and avoidance strategy of 
wishful thinking emerged as significant moderators in the stressors-depressive symptoms 
relationship, over and above relationship between depressive symptoms and covariates of 
depressive symptoms (age, planning of pregnancy, and previous terminations), life 
events, internal coping resources of early relationship with parents, external coping 
resources of social support, cognitive appraisals of threat appraisal and self-efficacy, 
emotion-focused (positive reappraisal, wishful thinking, and emotional approach) and 
problem-focused (problem-solving) coping. In other words, contrary to the results of this 
study, aspects of avoidance coping moderated the relationship between stressors and 
depressive symptoms in the pregnant women population. In addition to the results of this 
study, social support also moderated the relationship between stressors and depressive 
symptoms in pregnant women population.  
A closer look at the measures utilized to assess avoidance in Pakenham et al. 
(2007) study and this study might shed some light on difference in findings. Avoidance 
style in this study was assessed by five items from Social Problem-Solving Inventory – 
Revised (SPSI-R) that describe avoidance in general terms (e.g.,  “I want to see if a 
problem with resolve itself first…,” “I go out of my way to avoid to deal with 
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problems...,” “I put off trying to solve the problem for as long as possible…,” “I spend 
more time avoiding my problems than solving them…,” “I put off solving problems until 
it is too late….”). On the other hand, items that assessed avoidance and wishful thinking 
in Pakenham et al. (2007) study are more concerete (e.g., “hoped a miracle would 
happen,” “tried to make myself feel better by eating, drinking, smoking, using drugs or 
medication, etc.,” “avoided being with people in general,” “refused to believe that it had 
happened,” “daydreamed or imagined a better time or place than the one I was in,” 
“wished that the situation would go away or somehow be over with”, “Had fantasies or 
wishes about how things might turn out”). Hence, assessing avoidance in more concrete 
ways might help study participants and researches to have the same understanding of the 
construct of avoidance and might consequently help to uncover the moderator role of 
avoidance in stressors-depressive symptoms relationship. Additionally, Pakenham et al. 
finding of the moderator role of social support in the relationship between stressors and 
depressive symptoms points out the importance of assessing the social support dimension 
in understanding distress in the pregnant women population.  
Another potential dimension that might influence the difference in findings 
regarding moderator role of avoidance in the stressors-depressive symptoms relationship 
are sample characteristics from which these findings were derived. Pakenham et al. 
(2007) study was conducted in a sample of Australian women, and this study was 
conducted in the United States with mostly African American, low socio-economic status 
women. In other words, do findings regarding the relevance of avoidant coping and social 
support to depressive symptoms in pregnancy generalize to low socio-economic status, 
African American women? Even though the research on coping styles during pregnancy 
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has been extremely limited, the study by Rudnicki, Graham, Habboushe, and Ross (2001) 
recruited participants with similar demographic characteristics (low socio-economic 
status pregnant women, the majority of whom were African American) and investigated 
the contribution of social support and avoidant coping to depressed mood. The results of 
this study revealed that perceived social support was a significant predictor of avoidant 
coping, which in turn significantly predicted depressive symptoms. In other words, 
women who were less satisfied with social support tended to utilize more avoidant coping 
strategies, which in turn were associated with feelings of depressed mood. Interestingly, 
similar to Pakenham et al. (2007) study, Rudnicki et al. (2001) study asked participants to 
rate the frequency with which they employed specific avoidant coping strategy, perhaps 
also helping participants to achieve better understanding of what “avoidant coping” 
means. In Rudnicki et al. study (2001) the construct of avoidant coping was defined by 
denial, mental disengagement, and behavioral disengagement subscales on the COPE 
(Carver, Scheier, & Weintraub, 1989).  
Collectively, the absence of support for moderator role of social problem-solving 
components of positive problem orientation (PPO), negative problem orientation (NPO), 
impulsivity-carelessness style (ICS), and avoidance style (AS) in the relationship 
between pregnancy-specific stressors and depressive symptoms, at least for AS, might be 
the result of different ways of operationalizing the variables. Studies that found 
significant results for avoidant coping utilized longer measures that provided participants 
with specific examples of avoidant strategies that they might be relying upon. Along the 
same lines, it might be helpful to include several measures that capture different aspects 
of the proposed moderator variables to gain a broader and more fine-grained 
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understanding of what aspects of the variable moderate the relationship between stressors 
and depressive symptoms in pregnant women population and what aspects do not. 
Another consideration that might make it easier to uncover proposed moderator effect of 
the components of the social problem-solving model is to include participants with higher 
level of depressive symptoms in the study. This can be achieved by pre-screening 
participants for their levels of depressive symptoms prior to running the study and only 
including pregnant women who score above a specified cut-off value in the study. In 
addition, it seems to be fruitful to include social support variable in the model aimed at 
gaining a greater understanding of stressors-depressive symptoms relationship in 
pregnant women population. Both, previous research on coping in pregnancy and this 
study finding that relationship status predicted depressive symptoms, point out to the 
importance of social support variable.  
This study contributes to our understanding of potential risk factors to consider in 
predicting prenatal depressive symptomatology. First, the covariates of depressive 
symptoms of relationship status and first or subsequent pregnancy point out to the 
importance of social support as well as appraisal (Lazarus model) or problem-orientation 
(social problem-solving model), respectively. Committed relationship compared to being 
single as well as subsequent pregnancy compared to fist pregnancy is associated with less 
depressive symptoms. Second, within social problem-solving model, problem orientation 
components of positive problem orientation (PPO) and negative problem orientation 
(NPO) as well as maladaptive problem-solving styles of impulsivity carelessness style 
(ICS) and avoidance style (AS) highlight the importance of the way in which an 
individual reacts to problems as well as specific cognitive-behavioral styles of responding 
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to problems. Higher scores on negative problem orientation and lower scores on positive 
problem orientation are predictive of higher level of depressive symptoms. Higher scores 
on impulsivity-carelessness style scale and avoidance style scale are predictive of higher 
level of depressive symptoms as well. This study also points out to the importance of 
broadly conceptualzing stressors that pregnant women face. Negative life events and 
pregnancy-specific hassles represent non-overlapping domains of stressors and both of 
them need to be assessed to capture pregnant women experience. More negative life 
events and more pregnancy specific hassles are associated with higher level of depressive 
symptoms. 
More research on variables that predict depressive symptoms in pregnant women 
population is sorely needed given the dare consequences of prenatal depression for the 
pregnant women and their babies. This study contributes to the general body of 
knowledge in this area and constitutes one of the building blocks toward the development 
of comprehensive and explanatory models of prenatal depression in pregnant women. 
Pending additional replication, refinement, and model building, the results of this study 
hold several implications for the clinical care of low socio-economic status minority 
women. First, the level of stressors that pregnant women face are very important. Both, 
negative life events and pregnancy-specific hassles need to be assessed. Pregnant women 
who score high in one or both of these domains of stressors are particularly vulnerable to 
develop depressive symptoms and need to be monitored.  
Second, pregnant women’s coping resources (relationship status) and coping 
strategies (social problem-solving) are important to take into consideration. Significant 
others represent one of the potential sources of social support, with the other two 
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important sources being family and friends. Casting the net broadly, and assessing and 
intervening in all of these three areas should be very helpful. Some of the factors to take 
into consideration in assessment are level of skill, cognitive distortions, maladaptive 
emotional reactions, and environmental characteristics. Interpersonal skills training areas 
such as communication, assertiveness, conflict management, and social skills can be 
employed as needed in the context of cognitive restructuring, emotion regulation 
techniques, and environmental characteristics in which interpersonal relationships are 
embedded.  
Similarly, strengths and weaknesses in social problem-solving dimensions (PPO, NPO, 
RPS, ICS, and AS) need to be assessed prior to intervening. Group format skills training 
could be implemented for pregnant women who are currently not presenting with 
depressive symptoms and score high on maladaptive problem-solving dimensions to 
prevent possible future occurrences of depression. In addition, individual or group 
problem-solving therapy could be employed in pregnant women who have already 
developed depressive symptoms to ameliorate their distress and improve their 
functioning. The overreaching goal is to help the person increase adaptive problem-
solving dimensions of positive problem orientation (PPO) and rational problem-solving 
skills (RPS) and to help a person decrease maladaptive problem-solving dimensions of 
negative problem orientation (NPO), impulsivity-carelessness style (ICS) and avoidance 
style (AS) (D’Zurilla	  &	  Nezu,	  1999). Part of this challenge is to help a person use her 
RPS skills when under stress, when initial limbic arousal interferes with executive 
functioning needed for implementation of these skills for a short period of time. 
Awareness of the physiology of stress response and mindfulness of one’s own internal 
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state can be very helpful to delay response until a person is able to engage her RPS skills. 
Positive problem orientation training can include fostering self-efficacy beliefs, 
enhancing person’s ability to recognize problems, promoting the idea that problems are 
inevitable part of living and reframing them as challenges, teaching how to use emotions 
adaptively in problem-solving process, and teaching how to respond to problems in a 
planfull way. Rational problem-solving skills training can include problem definition and 
formulation, generation of alternative solutions, decision-making, solution 
implementation and verification, as well as guided practice components. It is also 
important to take into consideration that solution finding and solution implementation 
require two different sets of skills and that it is often necessary to combine problem-
solving training with training in other social and behavioral skills to achieve desired 
results.  
Contributions of this study must be viewed in light of its limitations. First, the 
design of this study is cross-sectional with women being approached at only one point in 
time in their pregnancies. This design does not allow for interpretation of the causal 
direction of the relationship between the variables. Alternative explanations include 
reverse causation (it is possible than predictors are consequences of depressive symptoms 
rather than the other way around), third variable causation (another variable caused both, 
the predictor variables and depressive symptoms), and a reciprocal or circular causation 
(increases in the predictors caused changes in the depressive symptoms; increases in the 
depressive symptoms caused changes in the predictors). Hence, I can only comment on 
the association between the variables and not the causal direction of the relationships. 
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Second, study participants were non-randomly sampled from a single hospital that 
provided care to minority, low socioeconomic status women. Further, pregnant women 
who do not attend their prenatal appointments and women who miss many of their 
prenatal appointments were not included in this study. In addition, study participants 
experienced low level of depressive symptoms, which is not to be mistaken by 
diagnosable clinical depression. Hence, the findings of this study are applicable to 
pregnant women with certain characteristics only, and generalizability of findings to 
pregnant women with other characteristics remains an empirical question.  
Third, this study relied on self-report data only and utilized single measures to 
assess all the variables. Use of self-report data exclusively is problematic because self-
report does not always accurately represent actual behaviors or feeling states and because 
of the possible social desirability of the responses issues. Use of single measures to 
operationalize constructs is problematic because of the narrow conceptualization of the 
constructs and related reliability issues. Hence, my results are framed by specific 
measures that were selected to conduct this study and use of different measures has the 
potential of producing different results, especially in the area of moderator analyses. 
Forth, moderator hypothesis investigated in this study was evaluated by 
conducting hierarchical multiple regression analyses. Hierarchical multiple regression 
analysis procedure is an appropriate statistical technique for evaluating moderator effects 
and for examining relative contribution of predictors over and above that of which can be 
accounted by other important predictors. This focus on change in contribution associated 
with predictor variables entered latter in the analysis leads to reliance on R2 in 
interpreting the results, and R2 statistics is not without its limitations (O’Grady, 1982). 
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Psychometrically, upper bound value of R2 is determined by measures utilized and is 
equal to the product of the reliabilities of the variables whose association is under 
investigation. Methodologically, value of R2 is influenced by whether the goal of the 
study is to maximize prediction or model building, whether the study is experimental or 
correlational in nature, and the population sampled. Theoretically, most behaviors have 
multiple determinants and therefore value of R2 is limited by nature. Hence, R2 values 
should be interpreted in light of the influences that affect the magnitude of this statistics. 
Future research should continue to focus on different coping styles to gain a better 
understanding of the relationship between stressors and depressive symptoms in the 
prenatal period. Coping styles that are positively associated with depressive symptoms as 
well as coping styles that are negatively associated with depressive symptoms should be 
explored. Multitrait-multimethod approach to assessment, random sampling and 
longitudinal designs would be very helpful in having more comprehensive and accurate 
ways of assessing constructs, increasing generalizability of the results, and establishing 
cause-effect relationships. Including participants with higher levels of depressive 
symptoms or diagnosable clinical depression will ultimately have more clinical utility 
and might make the moderator and/or mediator variables easier to detect. In addition, 
testing for a broader range of potential moderator and mediator variables in the 
relationship between stressors and depressive symptoms will aid in the development of 
more comprehensive models of stressors-distress relationship in pregnant women and 
pave the way to clinical trials with this population.  
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Table 1.  
Descriptive Statistics for Qualitative Variables Assessed via Demographic Form. 
 
 
 
Variable  Frequency Percent 
Ethnicity  
Caucasian 
 
13 
 
9 
 African American 118 79 
 Asian 2 1 
 Hispanic/Latino 11 7 
 Biracial 4 3 
 Other 2 1 
Relationship status  
Single 
 
70 
 
47 
 Committed relationship 80 53 
Education  
Elementary school 
 
1 
 
1 
 Junior high school 5 3 
 High school  121 80 
 Associate degree 14 10 
 Bachelor degree 6 4 
 Graduate degree 3 2 
Employment status  
Unemployed 
 
94 
 
63 
 Employed 56 37 
First pregnancy  
Yes 
 
49 
 
33 
 No 101 67 
Depression medication  
Yes 
 
11 
 
7 
 No 139 93 
Pregnancy trimester  
I 
 
16 
 
11 
 II 51 34 
 III 83 55 
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Table 2.  
Descriptive Statistics for Quantitative Variables Assessed via Demographic 
Form. 
 
 
 
Variable Range Minimum Maximum Mean Standard 
deviation 
Weeks of 
gestation 
 
33 7 40 25.67 8.96 
Mother’s 
age 
25 18 43 24.87 5.45 
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Table 3.  
Descriptive Statistics for Dependent and Independent Variables. 
 
 
 
Variable Range Minimum Maximum Mean Standard 
deviation 
EPDST 
 
23 0 23 8.97 5.42 
LESN 
 
35 0 35 4.45 6.19 
PESH 
 
84 0 84 13.49 14.21 
PPO 
 
18 2 20 13.05 4.31 
NPO 
 
18 0 18 6.43 4.57 
RPS 
 
19 1 20 11.29 4.31 
ICS 
 
19 0 19 6.31 4.06 
AS 18 0 18 4.92 4.03 
 
Note. 
EPDST= Edinburg Postnatal Depression Scale, Total Score 
LESN= Life Experiences Survey, Impact score of Negative Life Events 
PESH= Pregnancy Experiences Scale, Impact score of Pregnancy Hassles 
PPO= Positive Problem Orientation 
NPO= Negative Problem Orientation 
RPS= Rational Problem-Solving Style 
ICS= Impulsivity-Carelessness Style 
AS= Avoidance Style 
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Table 4.  
Correlations Between Dependent and Independent Variables. 
 
 
 
Variable 1 2 3 4 5 6 7 8 
1.EPDST 
 
− .30** .28** -.29** .45** -.16 .22** .25** 
2. LESN 
 
 − .00 -.08 .12 -.00 -.08 .03 
3. PESH 
 
  − -.08 .25** -.20* .27** .19* 
4. PPO 
 
   − -.20* .65** .06 -.09 
5. NPO 
 
    − -.12 .51** .58** 
6. RPS 
 
     − .04 -.05 
7. ICS 
 
      − .62** 
8. AS        − 
 
Note. 
EPDST= Edinburg Postnatal Depression Scale, Total Score 
LESN= Life Experiences Survey, Impact score of Negative Life Events 
PESH= Pregnancy Experiences Scale, Impact score of Pregnancy Hassles 
PPO= Positive Problem Orientation 
NPO= Negative Problem Orientation 
RPS= Rational Problem-Solving Style 
ICS= Impulsivity-Carelessness Style 
AS= Avoidance Style 
 
*. Correlation is significant at the .05 level. 
**. Correlation is significant at the .01 level. 
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Table 5.  
Bivariate Regression Analyses Predicting Depressive Symptoms. 
 
 
 
Variable R2 F B SE β t p-value 
LESN 
 
.09 14.53 .26 .07 .29 3.81 .000 
PESH 
 
.08 12.76 .11 .03 .28 3.57 .000 
PPO 
 
.09 13.88 -.37 .10 -.29 -3.73 .000 
NPO 
 
.22 41.67 .56 .09 .47 6.46 .000 
RPS 
 
.02 3.80 -.20 .10 -.16 -1.95 .053 
ICS 
 
.05 7.59 .29 .11 .22 2.76 .007 
AS .06 9.65 .33 .11 .25 3.11 .002 
 
Note. 
LESN= Life Experiences Survey, Impact score of Negative Life Events 
PESH= Pregnancy Experiences Scale, Impact score of Pregnancy Hassles 
PPO= Positive Problem Orientation 
NPO= Negative Problem Orientation 
RPS= Rational Problem-Solving Style 
ICS= Impulsivity-Carelessness Style 
AS= Avoidance Style 
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Table 6.  
Hierarchical Multiple Regression Analyses Predicting Depressive Symptoms.  
 
 
 
Predictors ΔR2 ΔF  B SE β t p-value 
Block 1 
Committed 
relationship 
Subsequent 
pregnancy 
No 
medication  
LESN 
.16 6.94  
-1.55 
 
1.53 
 
-2.25 
 
.22 
 
.80 
 
.87 
 
1.56 
 
.06 
 
-.14 
 
.13 
 
-.11 
 
.25 
 
-1.95 
 
1.75 
 
-1.44 
 
3.35 
.000 
.053 
 
.082 
 
.151 
 
.001 
Block 2 
PESH 
.07 14.00  
.11 
 
.03 
 
.28 
 
3.68 
.000 
.000 
Block 3 
PPO 
.04 6.84  
-.25 
 
.09 
 
-.20 
 
-2.63 
.010 
.009 
Block 4 
PESHxPPO 
 
.00 .77  
.01 
 
.01 
 
 
.07 
 
 
.88 
 
.383 
.383 
 
Block 1 
Committed 
relationship 
Subsequent 
pregnancy 
No 
medication 
LESN 
.16 6.94  
-1.36 
 
1.67 
 
-1.76 
 
.18 
 
.75 
 
.82 
 
1.43 
 
.06 
 
-.13 
 
.15 
 
-.09 
 
.21 
 
-1.82 
 
2.04 
 
-1.23 
 
2.99 
.000 
.071 
 
.043 
 
.221 
 
.003 
Block 2 
PESH 
.07 14.00  
.09 
 
.03 
 
.23 
 
2.71 
.000 
.008 
Block 3 
NPO 
.12 25.38  
.42 
 
.09 
 
.36 
 
4.97 
.000 
.000 
Block 4 
PESHxNPO 
 
 
 
 
 
 
 
 
.00 .54  
-.01 
 
 
.01 
 
 
-.06 
 
 
-.73 
.465 
.465 
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Table 6 (continued) 
 
 
 
      
Predictors ΔR2 ΔF B SE β t p-value 
Block 1 
Committed 
relationship 
Subsequent 
pregnancy 
No 
medication 
LESN 
.16 6.94  
-1.78 
 
2.46 
 
-1.94 
 
.23 
 
.79 
 
.89 
 
1.55 
 
.06 
 
-.16 
 
.21 
 
-.09 
 
.26 
 
-2.26 
 
2.77 
 
-1.25 
 
3.57 
.000 
.026 
 
.006 
 
.213 
 
.000 
Block 2 
PESH 
.07 14.00  
.09 
 
.03 
 
.23 
 
2.76 
.000 
.007 
Block 3 
ICS 
.04 7.25  
.28 
 
.11 
 
.21 
 
2.60 
.008 
.010 
Block 4 
PESHxICS 
 
.00 .05  
.00 
 
 
.01 
 
 
.02 
 
 
.22 
 
.824 
.824 
 
Block 1 
Committed 
relationship 
Subsequent 
pregnancy 
No 
medication 
LESN 
.16 6.94  
-1.71 
 
2.08 
 
-1.72 
 
.21 
 
.81 
 
.87 
 
1.54 
 
.07 
 
-.16 
 
.18 
 
-.08 
 
.24 
 
-2.12 
 
2.39 
 
-1.12 
 
3.22 
.000 
.036 
 
.018 
 
.265 
 
.002 
Block 2 
PESH 
.07 14.00  
.11 
 
.03 
 
.28 
 
3.38 
.000 
.001 
Block 3 
AS 
.03 5.21  
.23 
 
.10 
 
.17 
 
2.20 
.024 
.029 
Block 4 
PESHxAS 
.00 .65  
-.01 
 
.01 
 
-.07 
 
-.81 
.420 
.420 
 
Note. 
Committed relationship = comparison to reference category of being single 
Subsequent pregnancy = comparison to reference category of first pregnancy 
No medication = comparison to reference category of taking depression medication 
LESN= Life Experiences Survey, Impact score of Negative Life Events 
PESH= Pregnancy Experiences Scale, Impact score of Pregnancy Hassles 
PPO= Positive Problem Orientation 
NPO= Negative Problem Orientation 
RPS= Rational Problem-Solving Style 
ICS= Impulsivity-Carelessness Style 
AS= Avoidance Style 
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Appendix A: Handout for Recruitment 
 
 
 
 
	  	  	  
Drexel University  
Recruiting Volunteers for a Research Study 
 
Research Title  
Stressors, social problem-solving and depressive symptoms in pregnancy. 
 
Research Objectives 
The purpose of this study is to find out about depressive symptoms in 
pregnancy, challenges pregnant women face, and the way they deal with them. 
Participants will be asked to complete a series of questionnaires. These 
questionnaires average about 20-25 minutes to complete. 
 
Information for Research Subjects Eligibility  
You can participate in this study if you are a pregnant woman of 18-44 years of 
age carrying a single fetus. 
  
Remuneration  
All volunteers who choose to participate in this study will receive $5.00 after the 
completion of questionnaires. 
 
Location of the Research and Person to Contact for Further 
Information 
This research is approved by the Institutional review board. 
   
If you are interested in participating in this study please hold on to this flyer and 
research assistant will approach you during this prenatal appointment at the 
Drexel University College of Medicine Women’s Care Center. Alternatively, you 
can contact Tatiana Vasilevskaia by calling 609 450 7464 to arrange participation 
in this study at a later time. 
 
_____________________________________________________________ 
This research is conducted by a researcher who is a member of Drexel 
University.  
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Appendix B: Consent Form 
 
 
 
 
Subject Initials _____ 
Page 1 of 5 
Drexel University 
Consent to Take Part in a Research Study 
 
1. Subject Name: --------------------------------------------------------------------------- 
 
2. Title of Research:   Stressors, social problem-solving and depressive symptoms in 
pregnancy 
 
3. Investigator Names: Christine Maguth Nezu, Ph.D., ABPP; Tatiana Vasilevskaia, 
M.S. 
 
4. Research Entity:  Drexel University 
 
5. CONSENTING FOR THE RESEARCH STUDY:  This is a long and an important 
document.  If you sign it, you will be authorizing Drexel University and its 
researchers to perform research studies on you.  You should take your time and 
carefully read it.  You can also take a copy of this consent form to discuss it with 
your family member, physician, attorney or any one else you would like before you 
sign it.  Do not sign it unless you are comfortable in participating in this study.  
 
6. YOUR RIGHT TO PRIVACY AND CONFIDENTIALITY: Very specific 
information on your right to privacy and the confidentiality of use and disclosure of 
your personal health information can be found at the end of this consent form. We 
need your authorization to use and disclose the health information that we may 
collect about you during this research study. To be in this research study you must 
read and sign the authorization at the end of this consent form. 
 
7. PURPOSE OF RESEARCH: You are being asked to participate in a research study.  
The purpose of this study is to find out about depressive symptoms in pregnancy, 
challenges you have, and how you deal with them.  You are being asked to 
participate in this study because you are pregnant. We are seeking 200 pregnant 
women from Drexel University College of Medicine Women’s Care Center. This 
research is being conducted in partial fulfillment of Doctoral Degree in Clinical 
Psychology by co-investigator. In order to participate you need to be a pregnant 
women of 18-44 years of age carrying a single fetus.     You may choose not to 
participate in this study or may withdraw when you wish. This decision would not 
affect your health treatment at Drexel University College of Medicine Women’s Care 
Center in any way. 
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Subject Initials _____ 
Page 2 of 5 
 
8. PROCEDURES AND DURATION: You understand that the following things will 
be done to you are experimental. What follows describes exactly what your 
participation in this study would involve if you decide to participate. 
 
• You will be asked to complete a series of questionnaires. These questionnaires 
include questions about your mood, challenges you face, and the way you deal with 
them.  
• These questionnaires average about 20-25 minutes to complete. Printed 
questionnaire packet will be given to you and you would record your answers there. 
• 7 years after completion of the study, all data collected will be destroyed with no 
printed or electronic record of the data kept. 
 
9. RISKS AND DISCOMFORTS/CONSTRAINTS: The following are possible risks 
if you participate in this study: 
 
• Concern about who will have access to your information. 
• Some distress related to filling out questionnaires that ask you about your mood, 
challenges you face and the way you deal with them. 
• Concern about your level of depressive symptoms. 
  
       We have taken the following precautions to minimize these potential risks: 
• The only documents that would have your name on them are this consent form and 
$5.00 receipt for participating in this study. These two documents would be collected 
right after you have signed them and will be stored in a locked file cabinet in the 
Principal Investigator’s office. Electronic database will not include any identifying 
information. Only researchers noted on the consent form associated with this project 
will have an access to the password-protected computer on which the data are going 
to be stored and analyzed. 
• Any questions you might have about topics of the questionnaires will be thoroughly 
answered when the study will be introduced to you. You can also contact the 
researcher to discuss any concerns you might have about the study at a later time. If 
completing the questionnaires is distressing for you, you can end your participation 
in this study at any time. 
• If you are concerned about your level of depressive symptoms please talk to your 
physician. In addition, you can find a therapist by contacting Association for 
Behavioral and Cognitive Therapies at (212) 647 1890 and American Psychological 
Association at (800) 374 2721. 
 
10. UNFORESEEN RISKS: In the event of experiencing any unforeseen risks from 
participating, you can contact the researchers at (215) 762 3677 and your concerns 
will be addressed. Based on need, you might be given contact information of 
therapists in your area. If unforeseen risks are seen, they will be reported to the 
Office of Regulatory Research Compliance.  
 
11. BENEFITS: There may be no direct benefits to you from participating in this study. 
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Page 3 of 5 
 
12. ALTERNATIVE PROCEDURES/TREATMENT: The alternative is not to 
participate in this study.  
 
13. VOLUNTARY PARTICIPATION: Participation in this study is voluntary, and you 
can refuse to be in the study or stop at any time. There will be no negative 
consequences if you decide not to participate or to stop. 
 
14. STIPEND: All volunteers who choose to participate in this study will receive $5.00 
after the completion of the questionnaires.  
 
15. RESPONSIBILITY FOR COST: Researchers indicated in this consent form will be 
responsible for all costs associated with this study. Participation in this study will be 
of no cost to you. 
 
16. IN CASE OF INJURY:  If you have any questions or believe you have been injured 
in any way by being in this research study, you should contact Dr. Christine Maguth 
Nezu at telephone number (215) 762 3677.  However, neither the investigator nor 
Drexel University will make payment for injury, illness, or other loss resulting from 
your being in this research project.  If you are injured by this research activity, 
medical care including hospitalization is available, but may result in costs to you or 
your insurance company because the University does not agree to pay for such costs.  
If you are injured or have an adverse reaction, you should also contact the Office of 
Regulatory Research Compliance at 215-255-7857. 
 
17. CONFIDENTIALITY AND PRIVACY:  This section gives more specific 
information about the privacy and confidentiality of your health information.  It 
explains what health information about you will be collected during this research 
study and who may use, give out and receive your health information.  It also 
describes your right to inspect your medical records and how you can revoke this 
authorization after you sign it. 
 
By signing this form, you agree that your health information may be used and 
disclosed during this research study.  Your health information may be disclosed 
or transmitted electronically.   We will only collect information that is needed 
for the research study.  Your health information will only be used and given out 
as explained in this consent form or as permitted by law. 
 
In any publication or presentation of research results, your identity will be kept 
confidential. 
 
A. Individually Identifiable Health Information that will be collected. 
The following personal health information about you will be collected and used 
during the research study and may be given out to others:    
 
• Your name 
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• Date of birth 
• Ethnicity 
• Relationship status 
• Highest level of education completed 
• Current employment status 
• How far along are you in your pregnancy 
• Whether this is your first pregnancy 
• When is your baby(babies) due 
• Whether you are receiving medication from your physician for the treatment of 
depression 
 
B. Who will see and use your health information within Drexel University.   
The research study investigator and other authorized individuals involved in the 
research study at Drexel University will see your health information and may give out 
your health information during the research study.  These include the research 
investigator and the research staff, the institutional review board and their staff, legal 
counsel, research office and compliance staff, officers of the organization and other 
people who need to see the information in order to conduct the research study or 
make sure it is being done properly. 
 
C. Who else may see and use your health information. 
Other persons and organizations outside of Drexel University may see and use your 
health information during this research study.  These include: 
Governmental entities that have the right to see or review your health information, 
such as the Office of Human Research Protections and the Food and Drug 
Administration 
 
D. Why your health information will be used and given out. 
Your health information will be used and given out to carry out the research study 
and to evaluate the results of the study. 
 
E. If you do not want to give authorization to use your health information. 
You do not have to give your authorization to use or give out your health 
information.  However, if you do not give authorization, you cannot participate in 
this research study. 
 
F. How to cancel your authorization. 
At any time you may cancel your authorization to allow your health information to 
be used or given out by sending a written notice to the Office of Regulatory 
Research Compliance, 1601 Cherry Street, 3 Parkway Bldg., Mail Stop 10-444, 
Philadelphia, Pennsylvania, 19102.  If you leave this research study, no new health 
information about you will be gathered after you leave.  However, information 
gathered before that date may be used or given out if it is needed for the research 
study or any follow-up.   
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G. When your authorization ends 
Your authorization to use and give out health information will continue until you 
withdraw or cancel your authorization. After the research study is finished, your 
health information will be maintained in a research database.  Drexel University shall 
not re-use or re-disclose the health information in this database for other purposes  
unless you give written authorization to do so.   However, the Drexel University 
College of Medicine Institutional Review Board may permit other researchers to see 
and use your health information under adequate privacy safeguards.  
 
H. Your right to inspect your medical and research records. 
You have the right to look at your medical records at any time during this research 
study.  However, the investigator does not have to release research information to 
you if it is not part of your medical record. 
 
18. OTHER CONSIDERATIONS: If you have any questions at any time about this 
study or your rights as a research subject, you may contact Dr. Christine Maguth 
Nezu at (215) 762 3677 and the Office of Regulatory Research Compliance at 215-
255-7857. 
 
19. CONSENT:          
 
• I have been informed of the reasons for this study. 
• I have had the study explained to me. 
• I have had all of my questions answered. 
• I have carefully read this consent form, have initialed each page, and have received a 
signed copy. 
• I authorize the use and disclosure of my personal health information as explained in 
this consent form. 
• I give consent voluntarily. 
 
 
________________________________________________ __________________ Subject	  or	  Legally	  Authorized	  Representative	   	   	   	   	   	  	  	  	  Date	  	  	  _________________________________________________________________	   ________________________	  Investigator	  or	  Individual	  Obtaining	  this	  Consent	  	   	   	   	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  	  Date	  	  	  	  
List of Individuals Authorized to Obtain Consent 	  Name	   	   	   	   Title	   	   Day	  Phone	  #	   	   	   24Hr	  Phone	  #	  Christine	  Maguth	  Nezu	  	   Ph.D.	   	   (215)	  762	  3677	   	   609	  450	  7464	  Tatiana	  Vasilevskaia	   	   M.S.	   	   (215)	  762	  1043	   	   609	  450	  7464	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Appendix C: Demographic Form 
 
 
 
 
1. Your date of birth: 
Day _____ 
Month ____ 
Year _____ 
 
2. Ethnicity:   
Caucasian _____ 
  African American _____ 
  Asian _____ 
  Hispanic/ Latino _____ 
  Other _____ 
  Biracial _____ / _____ 
 
3. Relationship status: 
Single _____ 
  Committed relationship (e.g., married or living with a partner) _____ 
  Divorced _____ 
  Widowed _____ 
 
4. Highest level of education completed: 
  Elementary school_____ 
Junior high school _____ 
High school _____ 
Associate degree _____ 
Bachelor degree _____ 
Graduate degree _____ 
 
5. Current employment status: 
Unemployed _____ 
  Employed _____ 
  
6. How far along are you in your pregnancy? _____ weeks 
 
7. Are you carrying: 
  Single fetus _____ 
  Multiple _____ If multiple, how many _____ 
 
8. Is this your first pregnancy? 
  Yes _____ 
  No _____ 
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9. When is your baby (babies) due? 
  Day _____ 
  Month _____ 
  Year _____ 
 
10. Are you receiving medication from your physician for the treatment of depression? 
  Yes _____ 
  No _____ 
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Appendix D: Edinburg Postnatal Depression Scale 
 
 
 
 
As you are pregnant, we would like to know how you are feeling. Please circle the 
answer that comes closest to how you have felt IN THE PAST 7 DAYS, not just how you 
feel today. 
 
 
In the past 7 days: 
1. I have been able to laugh and see the funny side of things  
(a) As much as I always could 
(b) Not quite so much now 
(c) Definitely not so much now 
(d) Not at all 
 
2. I have looked forward with enjoyment to things  
(a) As much as I ever did 
(b) Rather less than I used to 
(c) Definitely less than I used to 
(d) Hardly at all 
 
3. I have blamed myself unnecessarily when things went wrong 
(a) Yes, most of the time 
(b) Yes, some of the time 
(c) Not very often 
(d) No, never 
 
4. I have been anxious or worried for no good reason 
(a) No, not at all 
(b) Hardly ever 
(c) Yes, sometimes 
(d) Yes, very often 
 
5. I have felt scared or panicky for no very good reason 
(a) Yes, quite a lot 
(b) Yes, sometimes 
(c) No, not much 
(d) No, not at 
 
6. Things have been getting on top of me 
(a) Yes, most of the time I haven’t been able to cope at all 
(b) Yes, sometimes I haven’t been coping as well as usual 
(c) No, most of the time I have copied quite well 
(d) No, I have been coping as well as ever 
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7. I have been so unhappy that I have had difficulty sleeping 
(a) Yes, most of the time 
(b) Yes, sometimes 
(c) Not very often 
(d) No, not at all 
 
8. I have felt sad or miserable 
(a) Yes, most of the time 
(b) Yes, quite often 
(c) Not very often 
(d) No, not at all 
 
9. I have been so unhappy that I have been crying 
(a) Yes, most of the time 
(b) Yes, quite often 
(c) Only occasionally 
(d) No, never 
 
10. The thought of harming myself has occurred to me 
(a) Yes, quite often 
(b) Sometimes 
(c) Hardly ever 
(d) Never 
 
 
Cox, J.L, Holden, J.M., & Sagovsky, R. (1987). Detection of postnatal depression:  
 Development of the 10-item Edinburg Postnatal Depression Scale. British Journal 
 of Psychiatry, 150, 782-786. 
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Appendix E: Life Experiences Survey 
 
 
 
 
Listed bellow are a number of events which sometimes bring about change in 
lives of those who experience them and which necessitate social readjustment. Please 
check only for those events which you have experienced in the past year. Be sure that all 
check marks are directly across from the items they correspond to. 
 
Please indicate the extent to which you viewed the event as having either positive 
or negative impact on your life at the time the event occurred. That is, indicate the type 
and extent of impact that the event had. A rating of - 3 would indicate an extremely 
negative impact. A rating of 0 suggests no impact either positive or negative. A rating of 
+ 3 would indicate an extremely positive impact. 
 
 - 3 
Extremely 
negative 
- 2 
Moderately 
negative 
- 1 
Somewhat 
negative 
0 
No 
impact 
+ 1 
Slightly 
positive 
+ 2 
Moderately 
positive 
+ 3 
Extremely 
positive 
1. Marriage        
2. Detention in jail 
or comparable 
institution 
       
3. Death of spouse        
4. Death of close 
family member: 
a. mother 
b. father 
c. brother 
d. sister 
e. grandmother 
f. grandfather 
g. other (specify) 
       
5. Foreclosure on 
mortgage or loan 
       
6. Death of close 
friend 
       
7. Outstanding 
personal 
achievement 
       
8. Minor law 
violations (traffic 
tickets, disturbing 
the peace, etc.) 
       
9. Changed work 
situation (different 
work 
responsibility, 
major change in 
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working 
conditions, 
working hours, etc) 
10. New job        
11. Serious illness 
or injury of close 
family member: 
a. father 
b. mother 
c. sister 
d. brother 
e. grandfather 
f. grandmother 
g. spouse 
h. other (specify) 
       
12. Trouble with 
employer (in 
danger of loosing 
job, being 
suspended, 
demoted, etc.) 
       
13.Trouble with in-
laws 
       
14. Major change 
in financial status 
(a lot better off or a 
lot worse off) 
       
15. Major change 
in closeness of 
family members 
(increased or 
decreased 
closeness) 
       
16. Gaining a new 
family member 
(through birth, 
adoption, family 
member moving in, 
etc.) 
       
17. Change of 
residence 
       
18. Marital 
separation from 
mate (due to 
conflict) 
       
19. Major change 
in church activities 
(increased or 
decreased 
attendance) 
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20. Marital 
reconciliation with 
mate 
       
21. Major change 
in number of 
arguments with 
spouse (a lot more 
or a lot less 
arguments) 
       
22. Change in 
husband’s work 
(loss of a job, 
beginning new job, 
retirement, etc.) 
       
23. Major change 
in usual type and/or 
amount of 
recreation 
       
24. Borrowing 
more than $10,000 
(buying home, 
business, etc.) 
       
25. Borrowing less 
that $10,000 
(buying car, TV, 
getting school loan, 
etc.) 
       
26. Being fired 
from job 
       
27. Major personal 
illness or injury 
       
28. Major change 
in social activities, 
e.g., parties, 
movies, visiting 
(increased or 
decreased 
participation) 
       
29. Major change 
in living conditions 
of family (building 
new home, 
remodeling, 
deterioration of 
home, 
neighborhood, etc.) 
       
30. Divorce        
31. Serious injury 
or illness of close 
friend 
       
	   117	  
32. Retirement 
from work 
       
33. Son or daughter 
leaving home (due 
to marriage, 
college, etc.) 
       
34. Ending of 
formal schooling 
       
35. Separation 
from spouse (due 
to work, travel, 
etc.) 
       
36. Engagement        
37. Breaking up 
with 
girlfriend/boyfriend 
       
38. Leaving home 
for the first time 
       
39. Reconciliation 
with 
boyfriend/girlfriend 
       
Other recent 
experiences which 
have had an impact 
on your life. List 
and rate: 
       
40.        
41.        
42.        
 
 
Sarason, I.G., Johnson, J.H., & Siegel, J.M. (1978). Assessing the impact of life changes:  
 Development of the Life Experiences Survey. Journal of Consulting and Clinical  
 Psychology, 46, 932-946. 
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Appendix F: Pregnancy Experiences Scale 
 
 
 
 
Bellow is a list of things you may experience during your pregnancy that may 
affect you in a variety of ways. They may make you happy, positive, uplifted or they may 
make you feel unhappy, negative or upset. 
 
For each item bellow, please indicate the extent to which you viewed the event as 
having either positive or negative impact on your life at any time during your pregnancy. 
That is, indicate the type and extent of impact that the event had. A rating of - 3 would 
indicate an extremely negative impact. A rating of 0 suggests no impact either positive or 
negative. A rating of + 3 would indicate an extremely positive impact. If an item has not 
occurred or is not applicable write NA (not applicable) before it. 
 
 - 3 
Extremely 
negative 
- 2 
Moderately 
negative 
- 1 
Somewhat 
negative 
0 
No 
impact 
+ 1 
Slightly 
positive 
+ 2 
Moderately 
positive 
+ 3 
Extremely 
positive 
1. Clothes/shoes 
don’t fit 
       
2. Your weight         
3. Getting enough 
sleep 
       
4. Baby showers for 
you 
       
5. Baby’s sex        
6. Ability to do 
physical 
tasks/chores 
       
7. Driving a car        
8. Making or 
thinking about 
nursery 
arrangements 
       
9. Purchasing infant 
equipment 
       
10. Childbirth 
classes 
       
11. Visits to 
obstetrician/ 
midwife  
       
12. Body changes 
due to pregnancy 
       
13. Physical 
intimacy 
       
14. Normal 
discomforts of 
pregnancy 
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(heartburn, 
incontinence) 
15. Concerns about 
physical symptoms 
(pain, spotting, etc.) 
       
16. Discussions 
with spouse about 
baby names 
       
17. Discussions 
with own family 
about baby names 
       
18. Discussions 
with in-laws about 
baby names 
       
19. Discussions 
with spouse about 
pregnancy/ 
childbirth issues 
       
20. Discussions 
with own family 
about pregnancy/ 
childbirth issues 
       
21. Discussions 
with in-laws about 
pregnancy/ 
childbirth issues 
       
22. Discussions 
with spouse about 
childcare/ 
childrearing issues 
       
23. Discussions 
with own family 
about childcare/ 
childrearing issues 
       
24. Discussions 
with in-laws about 
childcare/ 
childrearing issues 
       
25. Impact of 
pregnancy/new 
baby on dealings 
with other children 
       
26. Changes in 
parenting due to 
pregnancy 
       
27. Comments from 
others about your 
pregnancy/ 
appearance 
       
28. Other people        
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touching your 
abdomen 
29. Other women 
telling you about 
their experiences 
with labor and 
delivery 
       
30. Thinking about 
your labor and 
delivery 
       
31. Courtesy/ 
assistance from 
others because 
you’re pregnant 
       
32. Maternity leave 
policy related 
benefits 
       
33. Maternity leave 
policy related to job 
security 
       
34. How much the 
baby is moving 
       
35. Thinking about 
the baby’s 
appearance 
       
36. Thoughts about 
whether the baby is 
normal 
       
37. Thinking about 
your own 
pregnancies or 
births 
       
38. Hearing about 
friends/ 
acquaintances 
pregnancies or 
births 
       
39. Changes in 
social status or 
network as a result 
of being pregnant 
       
40. Feelings about 
being pregnant at 
this time 
       
41. Spiritual 
feelings about being 
pregnant 
       
DiPietro, J.A., Ghera, M.M., Costigan, K., & Hawkins, M. (2004). Measuring ups and 
 downs of pregnancy stress. Journal of psychosomatic obstetrics and genecology,  
25(3-4), 189-201. 
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Appendix G: Social Problem Solving Inventory – Revised, Short Form 
 
 
 
 
This measure has been excluded due to the fact that it is copyrighted material. 
Please see the following reference for additional information regarding the SPSI-R-S: 
 
D’Zurilla, T.J., Nezu, A.M., and Maydeu-Olivares, A. (2002). Social Problem Solving 
Inventory Revised: Technical Manual. North Tonawanda, N.Y.: Multi-Health 
Systems. 
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